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HOSPITAL HEALTH SERVICE 


Raymond 9. Boller, UW.D.* 


AS one of the many post-war 
projects, developed with the intention 
of improving labor relations and ex- 
tending free service to its employees, 
the St. Vincent’s Hospital realized 
a long Cherished gual in the establish- 
ment, on November 1, 1946, of a 
Health Service for the hospital per- 
sonnel. The step represented long 
consideration and careful planning. 
The general structure of the service 
parallels those approved and adopted 
in the more progressive hospitals 
throughout the country. 


Objectives and Functions 

The objectives of the St. Vincent’s 
Hospital health service are similar to 
those outlined at a recent conference 
on hospital standardization which 
was conducted by the American Col- 
lege of Surgeons in New York City. 
Briefly stated the objectives are as 
follows: 

1. To protect the health of the 
employees and patients. 

2. To protect periods of employ- 
ees’ illnesses and loss of time from 
duty. 

3. To promote greater efficiency of 
employees. 

To realize these objectives an office 
was located in the hospital. The part- 
time services of a physician and the 
full-time services of a nurse were en- 
gaged. The former has definitely as- 
signed hours each afternoon during 





*Medical Director, St. Vincent’s Hospital, New 
York City. 


which the problems of each day are 
met. The latter is available from 9 
a.m. until 5 p.m. The various depart- 
ment heads keep the members of their 
respective departments fully posted 
on all important information concern- 
ing the personnel health service. The 
records maintained in the personnel 
health service are kept in strict con- 
fidence and are not available to any- 
one but the physician and nurse in 
charge. Laboratory and X-ray tests 
are made use of by means of a num- 
ber rather than a name so that strict 
secrecy is maintained. 

The functions of the Health Serv- 
ice include pre-employment physical 
examinations including intern and 
nursing personnel, and periodic exam- 
inations at annual intervals or at 
other times as indicated by individual 
needs. A complete examination con- 
sists of a complete history and phys- 
ical examination, urinalysis, and chest 
X-ray. Blood counts and blood tests 
are done where the need for them is 
indicated. When employees are absent 
because of illness they are re-ex- 
amined before returning to work. 


Activities 

Health Education is promoted by 
distribution of posters to the various 
departments. Individual advice is 
offered at the time of the physical 
examination. 

In the case of illness requiring hos- 
pital care, the employee is admitted 
on the ward service for treatment. If 





the worker has Blue Cross or Asso- 
ciated Hospital Plans, he is admitted 
according to his allowances and has 
the free choice of his own private 
physician. 

The treatment of employees found 
to have disabilities or diseases, which 
do not require hospitalization, is car- 
ried out by their own private physi- 
cian or by a physician at one of the 
hospital’s many clinics. Traumatic 
cases are treated promptly in the 
Emergency Department of the hos- 
pital and referred for follow-up treat- 
ment at the Clinic. 


Annual Report 

As one means of promoting greater 
efficiency the health service is pre- 
senting herewith its first annual re- 
port. This is in the form of an inven- 
tory of total examinations, laboratory 
tests, and the positive findings of 
these procedures. 

During the past eleven months, 
November 1, 1946—October 1, 1947, 
there were 560 employees who were 
given complete history and physical 
examinations, urine analysis, and 
chest roentgenological examinations. 
In addition, there were 432 employees 
who were seen in shorter visits at 
their own requests because of some 
specific complaint. The total number 
of patients who were seen in this 
eleven month period was 992. 

The abnormalities disclosed at the 
time examinations were made were 
numerous and covered the entire field 
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of 


The Interview 


medicine. For the sake of sim- 


plicity, these derangements have been 
classified according to the anatomical 
system. 


:. 


Classification Number 


Cardiovascular System: 


. Hypertension 
I cae sky j 
. Rheumatic Heart Disease 


(inactive) 


. Hypertensive Heart Disease.... 
5. Arteriosclerotic Heart Disease. . 

. Arteriosclerosis 

. Paroxysmal Tachycardia 

. Interventricular Septal Defect. . 

. Arteriosclerotic Peripheral 


(Generalized). . 


Vascular Disease 


. Leutic Heart Disease.......... 


Total 


Gastro-intestinal and Biliary 
System : 


. Gastro-enteritis 
. Irritable Colon 
. Peptic Ulcer 


. Infectious Hepatitis........... 


. Carcinoma of Stomach 


(resected) 


. Carcinoma of Rectum 


(inoperable ) 


. Possible Cholelithiesis......... 
. Acute Cholecystitis (operated). 


Total 


Endocrine Disturbances: 


. Nodulor Goitre of Thyroid.... 12 


(One early Carcinoma) 


ENE DIUUE oo.oic 0 s:0's'eens'se 4 
. Colloid Goitre 3 


4. Possible Adrenal 


Disfunction.. 1 


Respiratory System: 


. Acute Upper Respiratory 


Infection 


. Anemia 
. Infectious 


Classification Number 


2. Arrested Pulmonary 


Tuberculosis 


3. Active Pulmonary Tuberculosis 
. Emphysema 


(One Spontaneous Pneumothorax) 


5. Pleurodynia 
. Bronchial Asthma ............ 
. Atypical Pneumonia .. 


. Lues (Serologically Positive)... 
. Scabies 
3. Epidermotophytosis 
. Heat 
5. Cellulitis of Leg 
. Acne 
. Poison Ivy 
. Eczema 
. Psoriosis 
. Canker Sore 
. Cellulitis of Face 
. Chronic Cystic Mastitis....... 
. Carcinoma of Breast 
. Plantar Wart 


(generalized ) 


Total 


Blood: 
(Hypochromic) 
Mononucleosis...... 


Eye, Ear, Nose and Throat: 

. Sore Throat 

. Laryngitis 

3. Cataract 

. Conjunctivitis 

5, ED SED ce ccaaxsaanns 
. Furuncle-external canal of left 


. Acute Follicular Tonsillitis. .... 
. Bilateral Eczema of Ears...... 
. Nasal Polyps 

. Pterygium 

. Stye 

. Pharyngitis 


13 


Classification Number 


. Acute 


VIII. Bone and Joint: 


wat ownrm 


. Osteo-arthritis 
. Flat 


. Marie Strumpel Arthritis 
Post Tracmatic Ankylosis ..... 
. Pheumatoid Arthritis ......... 


7. Possible Metatarsalgia........ 


. Congenital Deformity of Spine. 
. Bursitis 


IX. Gynecology: 


10 


ne wn e ‘ 


CO oOndDu Sf wr — 


. Pregnancy 
Dysmenorrhea 
Cervical Erosion 
Anenorrhea 
Metorrhagia 
Ovarian Syst 
Fibroid Uterus 
Leukorrhea 


. Menorrhagia 
. Mittleschmerz 


Total 


Injuries: 


. Lumbosacral Sprain 
. Burn — Ist Degree of Leg 
. Burn — 2nd Degree of Right 


Arm 


. Abrasion of Finger 


. Lacerated Thumb 


. Burns — 2nd Degree of Left 
Hand 


. Fracture of Greater Trochanter 
. Sprained Ankle 
. Fracture of stametacarpal 


Total 


Miscellaneous : 
Obesity 
Inguinal Hernia 
Migraine 
Varicocele 


7. Prostatic Hypertrophy 


. Vertigo (labyrinthine) 


. Axillary Abscess 


. Pyorrhea 

. Dilated Inguinal Ring 
. Anxiety State 

. Hydrocele 


. Urethritis (Neisserian) 


5. Acute Appendicitis 


. Parkinson’s Synodrome........ 


7. Ingrown Toenail 


21 


. Paronychia 

. Femoral Hernia 

. Ventral Hernia 

. Sabaceous Cyst of Neck 


oe oe oe ace cts Wait 134 


Laboratory Studies 
All of the facilities of the hospital 


have been placed at the disposal of 
the Health Service to enable the em- 
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ployees to have prompt diagnosis and 
adequate treatment of their illness. 


X-Ray: 

During the past year, 545 chest 
films were taken. The majority of 
these was done as a routine proce- 
dure. Of this number, 131 films re- 
vealed abnormal findings. The latter 
included enlarged hearts, emphysema, 
tuberculous processes — active and 
old, atelectasis, and atypical pneu- 
monia. There were four cases of 
active pulmonary tuberculosis and 
four cases which required further 
study and observation before their 
status could be determined. 

Other elective roentgenological 
studies were performed. These were 
ordered at the discretion of the direc- 
tor of the Health Service only when 
he felt that the additional procedures 
were essential for a more accurate 
diagnosis and proper disposition of 
the employee in case. 

The gastro-intestinal studies were 
as follows: 


Gastro-intestinal Services: 

1. Duodenal Ulcer 

2. Calculi in R.U.Q. (gallstones?) 
3. Hiatal Hernia 

4. Irritable Colon 

5. Negative Findings ............ 


Barium Enema: 


3. Negative Findings ............ 3 


Abdominal Plate: 
1. Gaseous Distention........... 


Gall Bladder Series: 


1. Negative Findings ............ 
One of these patients came to 
operation subsequently and 
definite pathology was dem- 
onstrated. 


>? 


Other X-rays performed for spe- 
cific reasons showed a high percentage 
of positive findings. Among the mis- 
cellaneous X-ray studies were the 
following: 


1. Intravenous Pyelogram 

Double Kidneys and ureters. . 
2. Cervical Spine 

Arthritis 


Compression of Trachea 
Loss of Normal Curvature... 
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. Lumbar Spine 


14 films were taken; all showed 
some degree of osteo-arthritis. 
Two had arthritis of Marie- 
Strumpel type. 


. Hands 


Soft Tissue Swelling ........ 


. Sinuses 


Ethmoiditis a a 

Hyperostoses of Table of 
Frontal Bone 

Negative Findings. 


. Wrists 


Advanced Arthritis; old injury 
Generalized Atrophy of Bone 
Comminuted Fracture at 

Lower End of Radius 
Negative Findings. . 


. Shoulder 


Calcified Bursa 
Hypertrophic Arthritis. 
Negative Findings... 


3. Hip 


Coxa Vara deformity of the 


upper end of the femur 
Negative Findings. 


Knee 
Partial Dislocation 
Chronic Osteo-arthritic changes 
Osteochondroma 
Soft Tissue Swelling 
Negative Findings 


Old injury 
Negative Findings. .. 


12. Upper and Lower Jax 
Negative Findings. 


Electrocardiograms: 
1. Auricular Firbrillation. 
2. Sinus Rythm; Left Axis 


Systoles er 
Old Posterior Myocardial 
Infraction ........ 
5. Myocardial Damage 
. Premature Ventricular Systoles 
7. Sinus Tachycardia. . 
Normal Tracing 
29 
There were 12 basal metabolism 


tests performed, only two of which 


were considered abnormal (—-33 and 
28) 


Weight Is Important. 





et 
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The Physical Examination. 


Laboratory Data included: 


Findings of 
Significance 


Clinical 


~~ 
v 
— 
= 
= 
= 
ath 


Blood chemistry 
Urine analysis 
Blood count 
Erythrocyte Sed 
Rate 
Blood Kahn 
Hetrophile Antibody 


3 
Ss 
w 
1 
3 


nw 


Nw 


~I 
\o 


. Cholesterol 
. Urea Nitrogen 
. Creatinine 
. Calcium 
5. Sugar 
. Uric Acid 
. Chlorides 
. Bromides 
. Bilirubin 


Cwns w 


Miscellaneous 
Prothrombin Time 
Glucose Tolerance 
Stool Cultures 
Nose and Throat 
Cultures 
Sputum for Acid-Fast 
Stoel for Ova and 
Parasites 
_ While many of the above tests re- 
vealed no positive abnormality, their 
negative value enabled the employee 
to be reassured concerning his health. 
As one may imagine in reviewing 
the preceding paragraphs, many of 
the employees were found incapable 
of carrying on their work without 
some danger to themselves and to 
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others toiling with them. Careful con- 
sideration by the administration has 
been given to these employees, espe- 
cially those who have demonstrated 
their loyalty through the years. 


Hospitalization and Tuberculosis 
Control 

There were 41 employees hospital- 
ized through the Health Service dur- 
ing the past year. Three of these 
underwent surgery for the removal of 
early cancer. Only one of these had 
symptoms to warrant going to a phy- 
sician. All three are enjoying good 
health and are working full time. 

Since hospitals in general have had 
poor records in the past, in their fight 
against tuberculosis, one of the ob- 
jectives of the Personnel Health Ser- 
vice was to discover active tubercu- 
losis as early as possible. Thus, may 
we hope to reduce the number of em- 
ployees afflicted with this disease. 
Toward that end, the young grad- 
uate nurses, so often the sufferers of 
tuberculosis are undergoing tuber- 
culin tests semi-annually. The nega- 
tive reactors only, are so tested. Any 
nurse whose tuberculin test changes 
from negative to positive will have 
close observation and a_ follow-up 
chest X-ray at two-month intervals. 
At present, the results of 34 recent 
tests are 16 negative reactors and 18 
positive. Of the last group, 6 nurses 


are known to have been negative in 
the last 1-2 years and will require 
further follow-up. 


immunization 

Another useful function of the 
Health Service for Personnel was 
demonstrated last spring with the 
outbreak of several cases of small-pox 
in New York City. When a city-wide 
program was launched to vaccinate 
the population, the Health Service 
was able promptly to protect its 
charges. Within a few hours, the en- 
tire personnel of the hospital, about 
700 workers, was vaccinated by the 
Health Service. 

In retrospect, after the first year of 
its existence, the Health Service needs 
no other justification than the presen- 
tation of its record. Careful analysis 
of the preecding facts most certainly 
impresses the reader with the fact 
that both employee and hospital are 
benefited by such a service. 


PATENTS AVAILABLE 

Attorney General Tom C. Clark an- 
nounced Jan. 21 that 24 patents on the 
manufacture of glass ampules and re- 
lated processes have just been made 
available for licensing by the Office of 
Alien Property, Department of Justice. 

The patents also cover apparatus for 
forming inner threads on containers and 
the sorting, filling, and stenciling of glass 
containers. Licenses on these patents are 
available on a royalty-free, non-exclu- 
sive basis for an administrative fee of 
$15 per patent. 

The patents had been exclusively 
licensed by the German inventor, Jacob 
Dichter to the Kimble Glass Company, 
Toledo, Ohio, and its successor company. 
This exclusive license has been cancelled 
as a result of negotiations conducted by 
the Office of Alien Property. 

A list of the 24 patents and complete 
licensing information can be obtained 
without cost from the Office of Alien 
Property, Department of Justice, Wash- 
ington 25, D. C. Copies of the patents 
may be purchased from the Commis- 
sioner of Patents, Washington 25, D. C., 
at 25 cents each. 


STUDY OF SCHISTOSOMIASIS 

Previously withheld from publication 
for security reasons, results of research 
on the blood fluke infection, schistoso- 
miasis, have been released by the U. S. 
Public Health Service of the Federal 
Security Agency in “Studies on Schisto- 
somiasis,” National Institute of Health 
Bulletin No. 189. 

The 212-page study of this snail born 
disease may be purchased through the 
Superintendent of Documents, Govern- 
ment Printing Office, Washington 25, 
D. C., at 50 cents a copy. 
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Responsibility of the 
HOSPITAL BOARD OF TRUSTEES 


Sister MH. Couchessa. C.S.9.. M.A 


THE governing board in a Catho- 
lic hospital has a special responsibil- 
ity which differentiates it sharply 
from the board in any other type of 
hospital. This distinction is a moral 
accountability which accrues to those 
vested with authority in a Catholic 
institution. It derives from the doc- 
trines of the Church on justice and 
charity. At the outset the board must 
decide whether the functions of the 
hospital are specifically co-ordinated 
with the best Catholic social thought. 
Obviously, the care of the sick is a 
Catholic activity beyond question. 
Likewise, organizations for the care 
of the sick and institutions similar to 
hospitals have enjoyed the favor of 
the Church for centuries. 

The point of difference between 
Catholic and secular institutions is 
intangible and for that reason well- 
nigh incomprehensible to those out- 
side the Church. Nevertheless, it is 
of such vital significance that it alters 
completely the character of the hos- 
pital and determines the worth of 
its contribution. The test of the 
Catholicity, of an institution is its 
integration in charity, that is, its 
total dedication to the service of God 
in the service of the sick. 


Catholic Hospital Not a Business 

Secular hospitals, private or public, 
may conduct institutions for the 
common good with a vague philan- 
thropic goal which will allow to the 
organizers a reasonable financial 
profit. This they may do without 
legal or moral censure. But a hospital 
conducted under Catholic auspices is 
obliged by Church doctrine to ob- 
serve all the legal and scientific pre- 
scriptions binding on the organizers 
of any secular hospital in the care of 
the sick. Above and beyond that, 
however, the authority is charged 
with the necessity of transforming 


*Address delivered at the Sectional Meeting on 
“Legal Force of Medical Staff By-Laws in Hos- 
pital Administration” of the 32nd Annual Conven- 
tion of the Catholic Hospital Association of the 
United States and Canada, Mechanics’ Hall, Bos- 
ton, Mass., Monday Morning, June 16, 1947. 
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the whole institution along spiritual 
lines so that the salvation of souls is 
the conscious and paramount aim. In 
no sense may a Catholic hospital be 
conducted solely as a business. The 
fact of ownership by a religious order 
precludes this possibility, but it 
leaves some question as to the vari- 
able responsibility of the Catholic 
trustees. + 


Practice of Social Charity 

The primary obligation of the 
Catholic board is to create an atmos- 
phere in which the practice of social 
charity is the natural and accepted 
mode of procedure of all the “serv- 
ants” of the hospital, professional 
and non-professional. This obligation 
entails, of course, that the governing 
board and the members of the reli- 
gious community it represents, con- 
sciously accept the duty of exempli- 
fying in a marked manner special and 
personal practice of social charity. 

Not only a consistent attention to 
the performance of natural and su- 
pernatural charity toward each other, 
to the patients, and to all the “serv- 
ants” of the hospital is involved, but 
also a sincere effort to achieve a 
rounded, sympathetic attitude toward 
human rights and dignity in every 
social, economic, and political area, 
as conceived by the social teaching 
of the Church. It is inevitable that 
the result of such an attitude will be 
a harmonious system where the. tech- 
nical care of the patient is achieved 
in a most commendable manner and 
in which philosophy and treatment 
are thoroughly in accord with Cath- 
olic ethics. Furthermore, the flow of 
charity should assure an additional 
flowering of social virtue which would 
greatly reduce the percentage of legal 
liability and dissension. 


Responsibility of the Board 
All of the activities within the hos- 
pital walls are the direct responsibil- 
ity of the Catholic governing board. 
In a particular fashion, this responsi- 


bility embraces all the servants of 
the hospital, professional and non- 
professional. It is the duty of the 
board to exercise a true social apos- 
tolate toward doctors, nurses, tech- 
nicians, and maintenance personnel 
in order that all understand and co- 
operate in the purposes of the hos- 
pital as actively as did the Good 
Samaritan in the care of the Biblical 
patient. There can be no assurance of 
success in developing the required co- 
operation unless the governing board 
follows sincerely in its dealings with 
the servants of the hospital the same 
principles which they desire to be 
executed by all the staff personnel. 
Hearty acceptance of this standard 
will greatly facilitate its achievement 
and tend to obviate the confusion of 
the double standard which has some- 
times characterized the attitude of 
the governing board. 


The Physicians 

The greatest responsibility of the 
trustees occurs with respect to the 
physicians who practice within the 
hospital. Patients take it for granted 
that a Catholic hospital will allow 
none but the most competent and the 
most high-principled doctors to serve 
within its walls. Here the board has 
great moral responsibility. It is 
charged with the duty of admitting 
no man to the staff who is unwilling 
to accept any part of its rules and 
to follow them scrupulously. There 
is little question of legal responsibil- 
ity, for courts have been slow to 
hold hospitals accountable for lack of 
good judgment in choosing physi- 
cians. They have preferred to con- 
sider the high regard of the commu- 
nity for those who care for the sick 
and to hold that failure on the part 
of a person selected to assist in that 
work is not their legal risk. A consci- 
entious board, naturally, would wish 
to fulfill its obligations to God and 
society in the most perfect manner 
possible, even when excused from 
social penalties. 


. 
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Standards of Professional Conduct 
The professional standards which 
govern physicians have a quasi-legal 
status because of the recognition ac- 
corded the professional organizations 
which set the standards. The criteria 
are customarily written into the hos- 
pital staff constitution and by-laws. 
There are regulations governing pro- 
fessional accounting which test the 
staff member’s performance and rules 
of procedure which shape his profes- 
sional conduct. Some control over 
economic aspects of his work is exer- 
cised by the fee-splitting pledge. 
Beyond all of these demands, how- 
ever, the surgical code of the Catholic 
Hospital Association together with 
the Addenda respecting contracep- 
tives and euthanasia are both explicit 
and implicit in every Catholic hos- 
pital. It is these latter provisions 
which truly determine a doctor’s fit- 
ness to serve on a Catholic staff. In 
recent months their significance has 
been tested in the Waterbury, Con- 
necticut, situation. The Reverend 


Lawrence C. Skelly, Hartford dio- 
cecan director of hospitals, had six 
non-Catholic doctors dismissed from 
the staffs of three Catholic hospitals 
because they refused to withdraw 


their names from a list of doctors 
supporting a birth-control bill pend- 
ing in the Connecticut Legislature. 


Self-Defense 

The policy of the hospitals was 
made plain by Father Skelly in an- 
swering a joint letter signed by six 
doctors. In their statement the doc- 
tors contended their dismissal was a 
“serious threat” against the right of 
physicians to free and open speech 
on medical subjects. Father Skelly’s 
reply outlined the policy applicable 
to all Catholic hospital staff mem- 
bers: 


The action taken by the hospital 
has nothing to do with your right to 
your opinion. The action was self- 
defensive. 

While a member of the courtesy 
staff, and therefore to that extent 
acting under the aegis of the hospi- 
tal, you gave your name publicly to 
the support of a movement which is 
directly opposed to the code under 
which the hospital operates, and 
which the hospital believes to be 
gravely against the public interest 
as well. 

Your public action might give the 
impression that the hospital endorses 
your views on this question. You 
espoused directly, distinctly, and 


publicly a cause which the hospital 
opposes. The hospital had no choice 
save to take action which would as 
directly, as distinctly, and as publicly 
disassociate itself from your stand. 
Were the hospital to have ignored 
your action, the public would have 
been gravely misled as to the actual 
importance we attach to our fight 
against this evil in the community. 
However, before any action was 
actually taken, you were given a 
clear choice, either to discontinue 
your public support of the birth- 
prevention measure or to resign from 
the hospital. You chose to continue 
your public support of the measure. 
Therefore, the hospital is forced to 
recognize that your connection with it 
is at an end. (This account is quoted 
from The New World, Chicago, Illi- 
nois, April 18, 1947, p. 1, col. 7.) 


There is, of course, no legal reason 
why any qualiged person must be 
accepted or refused on any Catholic 
hospital staff, but obviously the 
choice and retention of staff members 
should :reflect the considered judg- 
ment of the governing board. 

Some legislative retaliation was 
threatened in the Waterbury case, 
but the right of the hospital to up- 
hold ethical principles it regards as 
sacred is clear. I understand that the 
birth-control measure was defeated in 
the legislature, so perhaps the retalia- 
tive process will be dropped. The 
case illustrates that temporary diffi- 
culties can be no excuse for com- 
promise. The argument in this in- 
stance is that the governing board of 
the hospital is attempting to exercise 
surveillance over the extra-mural acts 
of staff doctors. 


General Principles 

In so vital a matter, even a doc- 
tor’s conformity to a Catholic surgi- 
cal code within the hospital would 
be an inadequate proof of his per- 
sonal attitude, if he were known pub- 
licly to support legislation contrary 
to the natural law. In these days 
when lists of Planned Parenthood 
sponsors are published so openly in 
newspapers, extraordinary vigilance 
is required of the hospital governing 
board to insure reliability in the staff. 
In some instances, sponsorship of 
sterilization and birth-control pro- 
grams amounts almost to an adver- 
tising campaign on the part of the 
medical man — an advertising cam- 
paign which is so heartily restricted 
by the rules of the professional asso- 
ciations. Yet we cannot look to the 
secular organizations for support of 


our ethical principles. It is our duty 
to “go it alone” if necessary, even if 
it means complete loss of public sup- 
port for the hospital. 


Personal Qualifications of 
Staff Members 

Aside from professional qualifica- 
tions of the medical staff, other mat- 
ters enter into the choice of new 
members. Here, too, the Catholic 
hospital trustees cannot be guided en- 
tirely by the physician’s membership 
in professional associations. Princi- 
ples of Catholic charity must operate 
in consideration of his personal quali- 
fications. Class or race or color cannot 
bar a qualified doctor from prac- 
ticing in a Catholic hospital. Intoler- 
ance or distaste of other members 
of the staff are not sufficient reason 
to compromise the clear teachings of 
the Church on the unity of the hu- 
man race. At times, skilled medical 
practitioners have been kept from 
practice of their profession because 
of erroneous views. 

The use of original methods of 
treatment has in the past aroused the 
suspicions of the more conservative 
and tradition minded. A prudent ex- 
amination of pioneering technique is 
incumbent on a Catholic governing 
board to insure that the human rights 
of justice be not denied. A case in 
point is Sister Kenny’s unpopularity 
in some quarters. If we were squarely 
faced with the need of a decision 
regarding Sister Kenny’s methods in 
our hospital, we should have to con- 
sider moral rightness, and act accord- 
ingly. 

The defrayal of medical and hos- 
pital costs has become such a burn- 
ing issue that doctors who express an 
approval, or even interest, in certain 
group insurance plans may be 
dropped from or refused admission 
to medical associations because of 
their convictions in the matter. Just 
as many persons brand everyone who 
disagrees with them a Communist, so 
medical associations cry “socialized 
medicine” of every scheme which 
offers medical care within the reach 
of people of low-income groups. But, 
the co-operative plans, now well or- 
ganized in some areas throughout the 
country, while they may not offer 
the effective answer to compulsory 
health plans, they are nevertheless 
worth investigating. They would seem 
to be the “middle road.” 

Catholic economists who base their 
reasoning on the clear pronounce- 
ments of the papal encyclicals, have 


HOSPITAL PROGRESS 





heartily endorsed group health co- 
operatives with medical and hospital 
prepayment plans, which place con- 
trol in the hands of consumers. A bill 
to legalize such plans was introduced 
in the last legislative session in Min- 
nesota, but it was killed in committee. 


Economic Problems Are 
Moral Problems 

While the rugged individualism ap- 
parent in the arguments of the medi- 
cal associations may well leave us in 
doubt of their competence to settle 
economic problems for the common 
good, the governing board of a Cath- 
olic hospital cannot draw a similar 
conclusion about papal utterances re- 
garding social security. For the Holy 
See has often declared that economic 
problems are moral problems. When 
the case of a doctor who supports co- 
operative principles for medical and 
hospital payments arises, the trustees 
must examine the economic situation 
and the solution proposed in the light 
ef Catholic teaching. They are 


obliged to base their decision on an 
honest investigation. 

In a truly Catholic hospital staff 
there will be no question of the rea- 
sonableness of these considerations. 
The difficulty arises where there is a 


mixed medical staff or one almost 
entirely non-Catholic. In such cases, 
the governing board is charged with 
a more exacting educational task but 
with the same obligation to uphold 
unchanging moral principles. The se- 
cret of success lies in our own whole- 
hearted conviction of the rightness of 
our ethical code and our willingness 
to uphold it by our most generous 
and unselfish action. Impartial recti- 
tude and unswerving fidelity have 
won respect for our hospitals — the 
highest trained medical men vie with 
each other for places on our staffs. 
In the present wave of materialistic 
standards our best safeguard is to 
adhere strictly to the letter of the 
moral law and to live ardently in the 
spirit of social charity. 

Selection of the medical staff ac- 
cording to civic and religious stand- 
ards is of tremendous importance in 
a Catholic hospital, but the care with 
which that duty is discharged must 
be matched by co-operation with the 
doctor in the care of the patient. 
Whatever physical and spiritual help 
can be provided through expert nurs- 
ing and meticulous attention to diet 
and general well-being, it is the re- 
sponsibility of the governing board 
to place it at the disposal of the doc- 
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tor for the betterment of his patient. 
Each sick person is to be regarded as 
an entity, a Christian, made in the 
image and likeness of God. Thinking 
about patients in the mass can never 
be the policy in a Catholic hospital. 
Rather, account must be taken of 
each individual soul. 

Nurses and maintenance employees 
must be taught to consider deeply the 
human dignity of those that serve in 
the hospital in the name of the gov- 
erning board. As in the case of the 
medical staff, the example the board 
sets to all the personnel in consider- 
ing their prerogatives as servants of 
the hospital will be the best insurance 
that they will display that attitude 
toward the patients and all with 
whom they deal. Again, proper tech- 
nical qualifications are minimal re- 
quirements. They are part of the 
board’s responsibility to the medical 
staff because they are an assurance 
of proper physical conditions under 
which they may care for the sick. 

Less stress needs to be laid on 


‘these requirements, however, because 


they tend to receive prior considera- 
tion. We are all alert to obey laws 
and regulations which keep up to the 
standard. Rather we must re-empha- 
size the better plan which is incor- 
porated in our Lord’s words, “Seek 
ye first the Kingdom of God and His 
justice, and all these things shall be 
added unto you.” 
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Hospital and rbnchbishop Celebrate 


A Double Jubilee in Newfoundland 
74 Sister of St. Yosepph of Carondelet 


THE only Catholic hospital in 
Newfoundland has just celebrated its 
silver jubilee and received from its 
founder the fund donated to him 
for his golden jubilee occurring at the 
same time. The hospital is St. Clare’s 
Mercy Hospital, located in the episco- 
pal city of the Most Rev. Edward 
Patrick Roche, Archbishop of St. 
John’s, Newfoundland. The sum of 
seventy-three thousand dollars, one 
thousand for each year of his age, 
was tendered by his flock to His 
Excellency on June 24, 1947, the 
fiftieth anniversary of his priestly 
ordination, and immediately trans- 
ferred by him to St. Clare’s for its 
building fund. 

Later an additional eight thousand 
dollars was given to Archbishop 
Roche as he presided over the gradu- 
ation exercises of St. Clare’s school of 
nursing on October 13. Making the 
presentation was the Hon. Sir Edward 
Emerson, Kt., K.C.S.G., who had 
been chairman of the golden jubilee 
committee. In replying, Archbishop 
Roche declared: 

I tender very cordial thanks to Sir 
Edward Emerson, the Committee asso- 
ciated with him, and the many thousands 
of friends throughout the Archdiocese 
for the gift tendered me this afternoon. 
I think it appropriate that Graduation 
Day at St. Clare’s should have been 
selected as the occasion for this final 
presentation in connection with the 
Golden Jubilee Fund. This munificent 
testimonial is, I think I can say, unique 
and without precedent in our church 
annals. It was an outstanding demon- 
stration of community effort, and 
showed what can be accomplished under 
competent leadership, by initiative, en- 
terprise, organization, and enthusiasm. 
While I do not wish to minimize or 
underestimate the personal element in 
this Golden Jubilee testimonial — it 
would be ungracious for me to do so— 
I feel I should say, nevertheless, that I 
regard it very largely as a tribute to 
the Hospital, and as a generous and 
general and genuine recognition of what 
has been accomplished by St. Clare’s 
since its foundation. . . 

To me personally it is a source of 
great pride and pleasure that my Golden 
Jubilee year should have evoked such a 
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tribute to the value and worth of a 
work in which I am deeply interested. 
I trust that work will grow and expand 
with the years. 


Founded by Archbishop Roche 

St. Clare’s Mercy Hospital was 
founded by Archbishop Roche on 
May 21, 1922, in the seventh year 
of his incumbency in the see of St. 
John’s and has seen an extraordinary 
development in its quarter of a cen- 
tury. The property in which it was 
originally opened was obtained by 
his predecessor, Archbishop M. F. 
Howley, in 1913, with funds collected 
by Sister Mary Clare English, a 
Presentation nun, pupil of the Sisters 
of Mercy, who with remarkable zeal 
worked for the establishment in that 
building of a Home for Working 
Girls to be conducted by the order 
of her former teachers. Then after 


nine years, this institution, which 
was found to be needed in St. John’s 
much less urgently than was a hos- 


pital, was discontinued, and _ its 
quarters converted for the care of 
the sick. 

Thirty beds were accommodated 
in the original house, with simple but 
modern equipment, including an oper- 
ating room. Archbishop Roche had 
previously sent its prospective staff 
members to Mercy Hospital, Balti- 


more, ior the training they required, 
and Sister M. Bernard Gladney, re- 
turning in 1922, became the first 
superintendent, and, incidentally, the 
first member of a religious order to 
undertake nursing in Newfoundland. 
Other Sisters in turn have had their 
nutsing education at the Baltimore 
Mercy hospital, and in later years in 
other schools and colleges in the 
United States and Canada. The pres- 
ent administrative staff of the hos- 
pital consists of nineteen Sisters of 
Mercy and three lay women. 


Expansion in 1939 

Within a few years after the open- 
ing of the hospital, more space was 
demanded and a small extension ac- 
cordingly constructed. By 1937, how- 
ever, adapting the original building 
for the greater load it was being re- 
quired to carry was out of the 
question, and Archbishop Roche had 
plans prepared for the present build- 
ing to the right of the first house, 
the latter being now used as a home 
for the Sisters. 

To the new St. Clare’s the patients 
were transferred on November 15, 
1939. This is a five-story concrete 
structure, 105 by 62 feet, with one 
hundred beds in private and semi- 
private rooms and small wards. The 
ground floor has X-ray and labora- 





New St. Clare’s Hospital, St. John’s Newfoundland. 
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Sister M. Fabian, R.N., Superior of Pediatrics, St. Clare’s Hospital, 
St. John’s Newfoundland. 


tory facilities. The third floor has two 
large operating rooms, with steriliz- 
ing, work, and dressing rooms. The 
obstetrical department has an attrac- 
tive nursery, formula room, and oper- 
ating suite. The physiotherapy and 
pediatric departments are likewise 
well situated and equipped. 


Two adjoining dwellings were pur- 
chased and remodelled for residence 


quarters, being used until 1946, 
when a three-story nurses’ home was 
erected, with social, lecture, and re- 
ception rooms. A modern concrete 
building for the heating plant and 
laundry was last year’s project. 


Chapel Planned 

A chapel and additional hospital 
space is now imperatively called for, 
and according to the announcement 
of His Excellency at the graduation 
ceremonies in October, their con- 
struction is to be commenced in 
spring. 

The school of nursing, like the 
hospital, has the distinction of being 
the only Catholic institution of its 
kind in Newfoundland. It was for- 
mally opened on the completion of 
the new St. Clare’s in 1939, and held 
its first graduation in 1941, five stu- 
dents receiving diplomas. Since then, 
92 nurses, including six Sisters, have 
been graduated. The silver jubilee 
class was the largest of the seven 
groups to go out from St. Clare’s, 
numbering twenty young women. 
Their diplomas were given to them 
by Archbishop Roche and_ their 
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badges by Lady Emerson, while 
dignitaries of Church and State were 
present on the stage. The nurses have 
the complete three-year course, and 
in their second and third years 
affiliate at the City Mental Hospital, 
and the local tuberculosis sanitorium 
and the hospital for infectious 
diseases. 

Priests of the city conduct their 
classes in religion and philosophy and 
stimulate their Sodality and other 
religious activities. 


Joint Jubilee 
To mark their joint jubilees, St 


Clare’s issued a commemorative book- 
let dedicated to Archbishop Roche. 
It has portraits of His Excellency, 
and of his Coadjutor, Archbishop T. 
J. Flynn, and his suffragans in New- 
foundland — Bishop John M. O'Neill 
of Harbour Grace and Bishop 
Michael F. O'Reilly of St. George’s — 
all vitally interested in the only 
Catholic hospital and school of nurs- 
ing on their Island. 

The book also contains historical 
sketches and numerous illustrations, 
including a photograph of twenty- 
eight attending physicians at St. 
Clare’s. Among other photographs 
are the class pictures of the seven 
groups already graduated from St. 
Clare’s. That of last year’s seniors 
is reproduced as is also a group 
of all the student nurses of the 
jubilee year. The new hospital build- 
ing is also shown and three photo- 
graphs of Sister-nurses at work in 
the nursery and pediatrics depart- 
ments and a Sister-technician admin- 
istering a metabolism test. The only 
Catholic hospital in Newfoundland, 
it will be seen, has in its short 
twenty-five years attained high pro- 
fessional standing. 

The Catholic Hospital Association 
offers congratulations to St. Clare’s 
Mercy Hospital and to its devoted 
sponsor, Archbishop Roche, for their 
vear of jubilee and to the Sisters of 
Mercy who by their zeal and skill 
have guided the institution through 
twenty-five years to its present posi- 
tion of prominence. 





St. Clare’s Mercy Hospital, St. John’s Newfoundland 
Original Building. 





RADIOLOGIC TECHNOLOGISTS ° 


Sister UW. Alacogue.$.S...2N.ES.29* 


THE establishment of educational standards for X-ray 
technicians really began soon after World War I, with the 
organization of The American Registry of X-ray Tech- 
nicians, sponsored by The North American Society of 
Radiology. Later, in 1931, a Council on Education and 
Registration was created during the sixth annual conven- 
tion of The American Society of X-Ray Technicians. This 
Council proposed standards for schools of radiologic tech- 
nology, which were approved by The American Registry 
of X-ray Technicians. At this time only a few schools met 
these proposed specifications or applied for approval. 

In 1934 there were ten schools on the list approved by 
The American Registry of X-ray Technicians,’ and in 
1937 this number had increased to fourteen.* Of these 
fourteen, two were conducted on a college basis, one 
actually giving a degree in radiologic technology, the 
other being a combination of radiologic technology and 
medical laboratory technology. In 1937 a survey made of 
the 77 schools of medicine at that time approved by the 
American Medical Association® revealed that three 
schools offered courses terminating in a bachelor of 
science degree. One of these concentrated on radiologic 
technology, one placed the emphasis on medical tech- 
nology, and one gave the degree in nursing. The latter 
school is not among those listed as approved in 1946 by 
The American Medical Association. 


Trends in Education of X-Ray Technicians, 1937—46 

The next five years, 1937-42, witnessed a steady in- 
crease in the number of schools established and in 1942, 
122 schools were on the approved list of The American 
Registry of X-ray Technicians. A Brochure issued by 
this organization, January 1, 1944, carried the names of 
one hundred and forty-three schools on its approved list, 
five of which offered courses leading to a degree of 
bachelor of science.® 

At the request of The American Registry of X-ray 
Technicians in April, 1944, the American Medical Asso- 
ciation assumed the responsibilities of establishing stand- 
ards for approved schools for X-ray technicians and pub- 
lishing lists of such institutions. The American Medical 
Association conducted its initial survey of schools that 


*Address delivered at the Sectional Meeting on “Technical and Educational 
Advances in Radiologic Technology,” of the 32nd Annual Convention of the 
Catholic Hospital Association of the United States and Canada, Mechanics’ 
Hall, Boston, Massachusetts, Wednesday Morning, June 18, 1947. 

**Instructor in Radiologic Technology, St. Louis University School of Nurs- 
ing, St. Louis, Mo. 

‘American Registry of X-ray Technicians, 
the Secretary, 1934. 

*Landau, G. M., Personal Communication, March 13, 1937. 

*Anger, Sister Mary Alacoque, “A Survey of Present Facilities for the Edu- 
cation of Radiology Technicians and An Evaluation of a Four-Year Curricu- 
lum,” The X-ray Technician, 9:1, 83, July and October, 1937. 

‘American Registry of X-ray Technicians, Mimeographed List issued, 1942. 

‘American Registry of X-ray Technicians, ‘Approved Training Courses,” 
Brochure, Published January 1, 1944. 
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year and made its first approval in November, 1944. A 
list covering 112 schools approved at that time was pub- 
lished in the January 13, 1945, issue of the Journal of 
the American Medical Association. 

Five schools offering a degree of bachelor of science are 
on this list. This number of approved schools increased to 
120 in the list revised as of June, 1945, and to 130 in the 
list revised as of April, 1946.7 The number of schools 
conferring a degree remained five throughout all the lists. 
The length of training varied from twelve, fifteen, eight- 
een, and twenty-four months, with one school covering a 
four year period. The entrance requirement for all schools 
was not less than graduation from high school, with many 
requiring one or two years of college. Thirteen indicated 
that a registered nurse’s certificate would be accepted in 
lieu of the one, or two year college requirement; one 
school accepted only college graduates or registered 
nurses. 

Increase in Numbers 

The 1947 list of approved schools carries 161 names, an 
increase of 31 during the past year.* According to a report 
of the Council on Medical Education and Hospitals of 
The American Medical Association, it appears that an 
equal number of new schools will be added to the list next 
year. 

Eighty-four per cent of these schools accept high school 
graduates, making the increase in schools admitting stu- 
dents with high school background equal to the total in- 
crease in the number of schools. In general, schools have 
reduced their entrance requirements, except that this year 
two schools require a degree, and last year there was none 
that had this requirement. Of the 161 schools now on the 
approved list, 10 require the completion of one year of 
college for admission, 13 specify two years, and 14 admit 
graduate nurses. 

The twelve month period of training is now carried out 
in 103 schools; nineteen give a course covering an eight- 
een month period, and 34 cover a two year period of 
instruction and experience. All of these courses are pre- 
sented in hospitals. Fifty-one of these are affiliated with 
universities or colleges, but only 14 of these arrange for 
college credits for work during the hospital training. This 
is really an increase in work done on the college level as 
compared to 40 affiliated schools last year and the obtain- 
ing of college credits in nine of these affiliated schools. 


Analysis of Current List 
From an analysis of the current list of approved 


*American Medical Association, “Approved Schools for X-ray Technicians,” 
Journal of the American Medical Association, 127:118, January 13, 1945. 


‘Journal of the American Medical Association, Report published April, 1946, 


SJournal of the American Medical Association, 133:1144, April 12, 1947. 
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schools, while there appears to be a lowering of entrance 
requirements, and a shortening of the training period, 
this evidently is not so much because of the lowering of 
standards in the already approved schools, but in great 
part to the requirements of schools that have been ad- 
mitted to the approved list during the past year. Of the 
newly admitted schools, in no case does the entrance re- 
quirement exceed that of graduation from high school and 
the duration of the course is one year, except in the fol- 
lowing instances: One school covers a fourteen month 
period, two schools cover an eighteen month period, and 
in eleven schools the duration of the course is two years. 

The 1947 report of the American Medical Association 
shows an increase of 149 in the enrollment of students in 
radiologic technology, and an increase of 87 graduates, as 
compared to the 1946 report. Last year there were 427 
graduates in this field, and 516 are expected to graduate 
next year. 


1946 Survey of 130 Approved Schools 

In July, 1946, a survey was made of the 130 approved 
schools, in order to ascertain the type of record main- 
tained of the practical experience students receive in these 
schools.* 

This survey revealed that only in 21 or 23.5 per cent of 
the 130 schools surveyed, is a record kept of the practical 
experience the student receives during the course. The 
number of questionnaires returned totaled 125, including 
those received in response to a follow-up questionnaire 
sent out in September. 

No two schools recorded data in the same manner, and 
often this consisted merely of the listing of time accord- 
ing to week, month, or departmental service. In only 
eight schools is a record kept according to specific exam- 
inations. Table I illustrates the diversity of recording 
used in the few schools that do keep a practical experience 
record of the specific work performed by the student. No 
two schools record the same information and there is a 
notable lack of uniformity in the manner of recording, as 


is shown in the following table. 
TABLE |. Characteristic Record Forms Used in 
Twenty-One Schools 

. Mere listing of types of radiologic examinations 

. Recording of specific examinations, each dated-and graded 

. Record according to examination, specific procedure in 
weekly units; and signed by the supervisor 

. Record according to radiologic unit; time in hours; and 
grades 

. Recording of specific examinations with supervision; and 
independently 

. A general monthly statement of student’s experience.... 

. A single card on which experience is listed under five 
major captions; unit of time and grades are included.... 

. A book and card index according to radiologic unit and 
month (record no specific examinations) 

. A book and card index on each student giving general 
information 

. A separate record form for all specific examinations, as 
well as work performed by student; each dated, graded, 
and signed by instructor and supervisor (also according 
ik es NINE <n cannscoxiecddenanechass ae ef 

. Record experience on back of patient’s requisition 

. Record experience on back of patients’ name index card 

. Record according to specific examination; and unit of 


*Anger, Sister Mary Alacoque, “Report of a Survey Made to Discover the 
Type of Practical Experience Record for Radiologic Technology Students that 
is Being Used inthe 130 Schools That Appear on The American Medical 
Association’s 1946 Approved List,” to be published in The X-ray Technician, 
July, 1947. 


MARCH, 1948 


. Record according to radiologic unit; time in hours; plus 
a summary 
. Record according to radiologic unit; on weekly basis.... 
. Record according to radiologic unit; specific examina- 
tion; and on weekly basis....... 
. Record according to radiologic unit; and month 
i8. Record according to radiologic unit; month, and grades 
. Record according to specific examination; and month... 
. Record according to monthly assignment 
. Record on three separate forms; one for instructor’s dem- 
onstration; and one for student’s specific examination 
independently performed, which includes month and 
grades were 
While the survey was made in reference to the use of a 
practical experience record, the following information was 


voluntarily submitted: 


TABLE Ii. Other Contributed Means of Checking 
Student's Experience 
Inspection oi daily films ‘ _ 
Student rotation plan i = 
Student rotation and type of work recorded (in book).... 
Following a chart or guide provided by a manufacturer of 
X-ray equipment 
Record of days of experience. . 
Record of experience by the week 


TABLE Ill. Other Varied Information 


Schools that provide a catalog 

Schools that provide a brochure or information sheet. . 
Schools that submitted an application form 

Schools that maintain an efficiency record 

Schools that submitted class and lecture record forms. 
Schools that keep final summary sheets 


This survey, of course, does not include the 31 schools 
admitted during the past year. A hope is entertained that 
while these schools are organizing, serious thought will be 
given to this important phase of the technician’s educa- 
tion, namely, efficient practical experience records. A hope 
is also entertained that this particular problem will be 
studied by educators in this field and that more attention 
will in the future be focused upon some degree of uni- 
formity in approved schools. 

This need and requirement is indicated under Section 
II, Paragraph 4 in “Essentials of An Acceptable School 
for X-ray Technicians” prepared by the Council on Med- 
ical Education and Hospitals of the American Medical 
Association, namely: 


. . . Records should be kept of each student’s attendance 
and grades as well as the number and types of technical 
procedures performed... .’* 


Too, under Section V, Paragraph 3, we read that “ade- 


quate hospital experience should be provided.” 


No Specific Requirement 

In the “Essentials” no specific amount of work is speci- 
fied, except that the experience be “adequate.” Neither do 
these regulations require that students graduating from an 
approved school be qualified to take the national registry 
examination. This is evident from the fact that many ap- 
proved schools conduct courses which are only of twelve 

Sister Mary Alacoque Anger, S.S.M., “The Experience Record for Stu- 
dents in Radiologic Technology,” The X-ray Technicians, 18:104-110, No- 
vember, 1946. From the School of Radiologic Technology, St. Louis Univer- 
sity School of Nursing. 

Billie Marie Hansen, R.T., “Adequate Records of the Experience of Stu- 
dents in Radiologic Technology,” Hosprrat Procress, 27:297-300, Septem- 
ber, 1946. From the School of Radiologic Technology, St. Joseph's Hospital, 
Milwaukee, Wisconsin. 

12Essentials of an Acceptable School for X-ray Technicians,” Journal of 
the American Medical Association, 127-120. 
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months duration, whereas, The American Registry of 
X-ray Technicians requires two years of experience for 
registration. 

In a current article, in reference to college education 
for technicians, we read: 


. . . If an individual can afford to spend four or five years 
in college work, then that time and money would be better 
spent in preparation for some other profession which 
offers wider opportunities and the possibility of better 
financial returns.2* 


We wonder if the writer of this article has given 
thought to the fact that in all walks of life there are in- 
dividuals who seek and enjoy the fuller things of life 
afforded by a higher education. Why should there be no 
one in the X-ray technical field who does not qualify for 
or care to live this higher, fuller life? There are many in- 
dividuals, without doubt, who do not place monetary 
returns as the prime motive in securing an education. As 


Bodle, C. J., “Further Thoughts on the Education of Technicians,” The 
X-ray Technician, 18:293, May, 1947. 


far as “wider opportunities” are concerned, where can 
one find a broader field to work than in the field we are 
considering? To say otherwise would be to put unjust 
limits on this allied profession, which, to quote the same 
author as above, is “. . . subsidiary to the profession of 
medicine.”** 

Conclusion 

Is not all this matter for further consideration? In our 
present system are we promoting the establishment of 
short courses and sending out graduates who must seek 
further experience where so ever it may be found, in order 
to qualify for registration? 

Shall not educators in this field continue to give serious 
thought to these problems? While a college education 
may not be advisable for all, or even desirable, is it too 
‘much to hope that approved schools prolong their course 
of instruction to cover at least the two years of experience 
required for national registration? Thus, a graduate of an 
approved school would qualify for national registration 
upon graduation from said school. 


Our Hospitals and 
The Professional ANESTHESIOLOGIST 


THE specialty of anesthesiology 
has been given a great impetus by 
the surgical experiences encountered 
in the late World War II. Due to 
the combined efforts of the several 
medical corps services, a number of 
doctors were trained by means of 
various courses to handle certain sur- 
gical emergencies with the greatest 
amount of safety from the standpoint 
of choice of anesthesia and manage- 
ment of the case during the process 
of surgery. The advantages of the 
service and skill of theanesthesiologist 
were brought to the attention of 
many physicians, and at the present 
time the demand for individuals ade- 
quately trained in this field has far 
surpassed the available supply. In a 
measure, then, the specialty is what 
might be termed “over-sold.” 

During the past year the American 
press has carried a number of articles 
referable to the specialty, anesthesi- 
ology. In some instances the impres- 
sion that has been conveyed by cer- 
tain presentations has not been 


*Professor of Anesthesiology, Georgetown Uni- 
versity Medical Center, Washington, D. C. 
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entirely to the credit of this specialty, 
while in others a true representation 
of the composition of this specialty 
has been portrayed in a manner 
which the lay public easily can under- 
stand. For the most part it has been 
a natural sequence that the presenta- 
tion of anesthesiology to the public 
has placed the emphasis on the bene- 
fits that are available to patients from 
the services offered by a professional 
anesthesiologist. 


Hospitals in a New Era 

While this assumption is inescap- 
able, it holds a certain danger. Some 
hospitals, and some of the older sur- 
geons, while facing the pressure of 
public opinion, show an inclination to 
regard the new anesthesiology as a 
matter of only marginal importance. 
Nothing can be further” from the 
truth. For that reason there is an im- 
perative necessity for the presenta- 
tion of the case for the professional 
anesthesiologist from the viewpoint 
of the hospital and surgeon. 

Our hospitals have entered a new 
era. They will be influenced more 


and more to operate in glass show 
case. No less than 45 million Amer- 
icans are covered today by voluntary, 
commercial, and industrial types of 
hospital insurance. Hospital care is 
rapidly becoming one of the normal 
necessities of life. An institution to 
which so many scores of millions of 
Americans look as a basic necessity 
will have to account to public opin- 
ion for the manner in which it is 
operated and for the quality of the 
services it renders. 

In addition, the hospital is very 
much in the limelight in government 
circles. It is, in fact, the cornerstone 
of all government thought on the 
question of public health. Our hos- 
pitals are going to receive more and 
more attention from both the govern- 
ment and the public. 

These facts mark the tide of the 
times. Another fact must be added to 
complete the picture. The majority of 
hospital admissions are either for sur- 
gery or obstetrics. In other words, the 
question of the quality of the anes- 
thesia involves the personal welfare 
and the safety of from 60 to 65 per 
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cent of the patients who are ad- 
mitted into our hospitals. 


Function of Professional 
Anesthesiologist 

In a subsequent article a discus- 
sion will be made of the economics 
of professional anesthesia. But at this 
point, without going into detail, it 
seems reasonably certain that no hos- 
pital can afford not to provide the 
best possible medical services in a de- 
partment that involves the welfare 
and safety of from 60 to 65 per cent 
of its patients. 

What does the professional anes- 
thesiologist do for the hospital? The 
first survey the professional anes- 
thesiologist undertakes is to individ- 
ualize the patient. Inasmuch as all 
anesthetic agents are lethal drugs in 
certain doses, an agent that can be 
used safely on one patient may 
jeopardize the life of another. Many 
agents have toxic qualities. The prob- 
lems of patient mortality on the oper- 
ating table and recovery retarding 
post-operative morbidity impinge on 
the first question: What is the safest 
agent for the particular patient? To 
answer that question, the person re- 
sponsible for the choice of anesthesia 
should be a physician anesthesiologist 
capable of proper diagnosis, and 
trained in the physiology, pharma- 
cology, and clinical application of 
anesthetic agents. 

The problems of surgical complica- 
tions do not originate necessarily on 
the operating table. Frequently they 
may begin before the patient reaches 
the operating room, depending upon 
the pathology present. Before the 
pre-medication is administered, the 
total problem must be projected on 
the principle of “balanced anesthe- 
sia,” and that principle cannot be ap- 
plied except in the specific terms of 
the individual and _ individualized 
patient. 


The Obstetrician-Anesthesiologist 
Team 

The first step takes on additional 
importance in obstetrics. The amount 
of pain relief and analgesia that can 
be provided the mother in labor in- 
fluences the respiratory mechanism 
of the newborn infant. Effective pre- 
medication, and even certain types of 
anesthetic techniques, will affect the 
unborn infant. For that reason, in an 
increasing number of delivery rooms, 
the obstetrician-anesthesiologist team 
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has become the rule. Where this team 
has been working together, the mor- 
tality rates among both the mothers 
and infants have been reduced to the 
lowest in history. 

The whole problem of anesthesia 
must be posed in this perspective. 
The ultimate success in surgery re- 
quires co-ordinated surgical and anes- 
thesiological skill and judgment. 

When the patient is on the operat- 
ing table, the professional anesthe- 
siologist proceeds on the rule of the 
prophylaxis rather than the thera- 
peutic treatment of complications. 
While providing the surgeon with the 
best possible operating conditions, he 
supports the patient by avoiding 
respiratory and circulatory complica- 
tions. Should such complications 
arise, despite all his precautions, he 
has the professional and legal author- 
ity to do what is necessary without 
unnecessary delay. 

With the whole pattern of the pre- 
medication, the anesthesia, and the 
anesthetic technique, having been 
predetermined by an evaluation of 
what the particular patient will best 
tolerate, and with the anesthesiologist 
providing further supportive care to 
assure continued safe tolerance by the 
patient of both the anesthesia and the 
surgery, the surgeon is not forced to 
perform surgery hastily. He can do 
work carefully, yet feel assured that 
the extra time he is taking will not 
endanger the patient. 


Post-Operative Responsibility 

The surgery to be accomplished is 
the important consideration. There 
has been a tendency in the popular 
press, and even among some anes- 
thesiologists, to overemphasize the 
role of the anesthesiologist, so much 
so as to make him appear more im- 
portant than the surgeon. Such an 
attitude is ridiculous! The patient 
comes to the hospital for surgery and 
not anesthesia. The role of the anes- 
thesiologist is supportive and comple- 
mentary. 

Upon the completion of surgery, 
the responsibility of the professional 
anesthesiologist to the patient con- 
tinues until the latter has recovered 
from anesthesia and for an additional 
period of time, depending upon the 
individual surgical condition. 

It is noteworthy to cite the opinion 
of a prominent American surgeon, Dr. 
Frank Lahey. “The appearance in our 
hospitals of the surgeon anesthesi- 


ologist team,” he said recently, “is 
without a doubt the most important 
single event in recent surgical history. 

“This team has not only opened 
the way to new types of surgery con- 
sidered impossible a few years ago, it 
has made surgery safer than was ever 
dreamed of just 10 years ago. In 
those institutions where the surgeons 
have been fortunate to acquire the 
supporting services of the professional 
anesthesiologist, death on the operat- 
ing table has become a very rare 
occurrence. 

“Moreover, because of the preop- 
erative care, the support during the 
operation, and the postoperative care 
the anesthesiologist gives the patient, 
recovery from surgery has today be- 
come phenomenally rapid, and in the 
overwhelming number of cases un- 
accompanied by any complications.” 

The role of the professional anes- 
thesiologist is not limited to the oper- 
ating and delivery rooms. He opens 
new fields by providing diagnostic 
and therapeutic nerve blocks for the 
relief of pain as well as for differential 
diagnosis of somatic pain. 

Oxygen therapy should be under 
the technical and administrative 
guidance of the anesthesiologist 
where posible. Anesthesia depart- 
ments under the direction of a pro- 
fessional anesthesiologist provide the 
hospital with eligibility for the con- 
sideration of residencies in anesthe- 
siology. In hosiptals which are con- 
sidered teaching institutions, it is 
becoming more and more important 
that the various medical specialties be 
represented in their teaching program. 
Furthermore, hospitals which are not 
directly affiliated with medical 
schools as teaching institutions will 
benefit, I believe, if anesthesiology is 
included as a component part of their 
professional staff as a medical service 
available to patients. 

The administration of anesthetic 
agents and midwifery are somewhat 
analogous historically. Originally, the 
care of the parturient mother was 
relegated to midwives, later to be 
fostered and ministered to by doctors 
of medicine. In a similar manner, the 
judgment and management of anes- 
thesia problems has been a composite 
heterogeneous responsibility. Anes- 
thesiology today is assuredly becom- 
ing a definite medical entity capable 
of providing greater possibilities ‘n 
surgery and, above all, promoting 
safer surgery for the patient. 





Comprehensive NURSING—A Workshop 


Foreword 


THE two preceding projects' have dealt with the psy- 
chological aspects of comprehensive nursing and with the 
total factors involved in the care of the medical-surgical 
patient suffering with hyperthyroidism. The studies here 
presented deal with further applications of previously 
outlined principles. 

The first project concerns itself primarily with the in- 
struction of the hospitalized diabetic patient, suggesting 
an outline which may serve as a guide to the nurse who is 
intrusted with this important and often difficult educa- 
tional duty. Diabetes mellitus is a disease of increasing 
frequency, and one in which full co-operation on the part 
of the patient and the conscientious following of a 
planned, long-range regime is vital to successful treat- 
ment. Comprehensive nursing, therefore, in every sense of 
the word, must be utilized in the care of diabetic 
patients. 

The second project, which advocates a personalized 
attitude toward the patient in the operating room, 
presents general principles to be followed in the approach 
to the surgical patient, and makes specific application to 
the diabetic patient suffering from a surgical complica- 
tion. Even the operating team must take into considera- 


‘See Hospirat Procress, Dec., 1947, and Jan., 1948. 


tion the interplay of physical, social, economic, and emo- 
tional factors upon the attitude and well-being of the 
patient who comes to surgery. The psychological factors 
are especially important when spinal or local anesthesia 
is used, as it frequently is for the diabetic patient, for it 
must be remembered that the patient so anesthetized is 
perfectly conscious and aware of all that is going on 
around him. This fact is frequently forgotten by the 
surgical personnel, as is strikingly illustrated in the fol- 
lowing anecdote which appeared in a recent medical 
publication :? 

I was operating on a diabetic young woman who had 
recently married a friend of mine. The operation was a 
long one, and, after working in silence for some time, I 
remarked casually to the nurse that “it must have been 
a shock to the husband when he found he had married a 
diabetic.” 

To my great embarrassment, an angry voice retorted, 
“T’ll have you know he knew it before the wedding!” The 
voice was the patient’s. It had slipped my mind that a 
spinal anesthesia had been used and that she was awake! 


No doubt, many similar and equally embarrassing situa- 
tions might be recorded daily in our operating rooms 
throughout the nation. 


*W. H. Reed, M.D., “Don’t Talk, Chum!” Medical Economics, 25:60 
(Nov. 1947). 


lll. The Diabetic Patient 


Sister Mary Hilaire, $.S.M.° 


INTRODUCTION 

In 1900 diabetes mellitus ranked twenty-fifth among 
the causes of death; in 1947 it ranked eighth. Increasing 
numbers of diabetic patients are admitted to our hospitals 
annually. It is estimated that at least 550,000 cases of 
diabetes exist in the United States. From the years 1935 
to 1940 alone, the death rate increased from 22.5 to 26.6 
per 100,000. This increase, however, was in the later age 
brackets, for there was a marked decrease in death rates 
in children, which can definitely be attributed to ade- 
quate treatment with insulin.* Because of its prevalence, 
diabetes may be considered as a public health problem of 
major importance. 


*Conference Committee on Diabetes Mellitus: 
Sister Mary Blanche, S.S.M., R.N., B.S., Chairman 
Sister Mary Hilaire, S.S.M., R.N., B.S., Secretary 
Sister Mary Maximina, S.S.M., M.S. (Dietitian) 
Sistér Mary Gerald, S.S.M., R.N., B.S. 
Sister Mary Henrica, $.S.M., R.N. 
Resource Personnel: 
Sister M. Susanne, S.S.M., R.N., M.S. 
Sister M. Agnes Clare, S.S.M., R.N., B.S. 
Miss Helen McLachlan, M.S. (Dietitian) 
Workshop in Comprehensive Nursing 
August 18-29, 1947 
St. Louis University School of Nursing 
St. Louis, Missouri 
*Russell L. Cecil, A Textbook of Medicine, 7th Edition, 1947, p. 686. 
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The frequency with which some diabetic patients are 
readmitted to our hospitals is rather startling. This may 
be due to difficulty in determining and regulating ade- 
quate treatment, but there is also the possibility that 
these frequent readmissions may be indicative of poor 
instruction given the patient during his first sojourn in 
the hospital, and that, with adequate knowledge on the 
part of the patient, these readmissions could have been 
prevented. If this is true, it would seem that there is a 
definite need in general hospitals for placing additional 
emphasis on the role of the nurse as a teacher, since the 
greater part of the instruction of the diabetic patient is 
usually placed in her hands. 

The student nurse, however, requires considerable 
guidance in mastering the information needed by the pa- 
tient, and in developing competency in presenting it to 
him. The busy nurse-instructor often may find it difficult, 
because of a lack of time or facilities, to investigate 
sources of information, audio-visual materials, and refer- 
ences that may be useful to the patient as well as to the 
nurse. 

The primary objective of the present project is to pre- 
pare a simple guide which will illustrate some of the 
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phases of an adequate program of instruction for the 
diabetic patient. The contributory objectives include: 

1. To summarize the instructional content 

2. To implement the social and health concepts 
throughout the instructional process 

3. To state the methods to be used in presenting the 
content to the patient 

4. To place special emphasis upon the need for rehabil- 
itating the patient 

5. To familiarize the diabetic patient with the avail- 
able community facilities which are equipped to help him 
in the control and management of his disease. 

The committee appointed to study this project was 
oriented to the problem by means of carefully selected 
readings. This was followed by group discussions in order 
to promote mutual understanding. As a result of these 
discussions and a pooling of the information offered by 
the members of the committee, an outline was formulated 
to cover the major aspects of the management and con- 
trol of diabetes mellitus, with particular reference to the 
manner in which this information might be imparted to 
the diabetic patient. From this outline, certain areas were 
selected for development and presentation — the others 
are merely listed in the form of a topical outline. Develop- 
ment of the entire outline was too extensive a project to 
be attempted within the time limits necessarily set by a 
two-week’s workshop; therefore, topics were chosen that 
were considered representative. As an outgrowth of the 
material herein presented, the outline is being subjected 
to further study and development at the hands of one of 
the resource consultants of this committee, and will be 
ready for publication at a later date. 


A GUIDE FOR THE INSTRUCTION OF THE 
DIABETIC PATIENT 
Topic I: The Nature of the Disease Diabetes Mellitus 
Nursing Situation: During the bedside care of the 
patient. 


A. Preparatory discussion 

1. Study the patient’s record. 

2. Formulate a few leading questions, based on data 
obtained from the chart, designed to secure infor- 
mation regarding the patient’s physical condition, 
his psychological reactions, and his knowledge of his 
condition: 

a) Have you ever been in a hospital before? 

b) Why did you come to the hospital now? 

c) Have you lost weight during the past year? 

d) Is your appetite good? 

e) Are you frequently thirsty? 

f) Do you go to the bathroom during the night 
and many times during the day? 

g) Do you know whether you have sugar in your 
urine? 

h) Do you have a high blood sugar? 

i) Does any other member of your family have 
diabetes? 

j) How do you feel about having this condition? 

3. If possible, meet the patient’s family informally. 


B. Symptoms of diabetes mellitus 

Using the patient’s answers to the above questions as a 
basis, explain to the patient the common symptoms of 
diabetes mellitus in simple words: 
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The onset of the disease may be either abrupt or in- 
sidious. In adults it is apt to be insidious, recognized only 
at the time of a routine urine examination, or because of 
the development of some complication suggesting the 
presence of the disease. It is not unusual for a severe 
diabetic to lose weight and strength very rapidly, in spite 
of an excellent or even excessive appetite. In other 
diabetics the condition is associated with obesity. Poly- 
dipsia (extreme thirst) and polyuria (excessive urine 
production) are common symptoms. Usually the blood 
sugar is high and sugar is excreted in the urine. There is 
a marked hereditary tendency toward diabetes, and it is 
not uncommon to find more than one person in a family 
suffering from the same condition. 

The patient’s psychological reaction toward his condi- 
tion is important, for it will largely determine his co-oper- 
ativeness as a patient and his ability to continue faith- 
fully his own treatment after his discharge from the 
hospital. Serious emotional instability is not uncommon, 
and severe emotional shocks have been known to be a 
causative factor. 


C. How does the diabetic patient differ from the 
normal person? 
1. Information needed by the nurse: 

a) Normal metabolism: 

In order to understand what happens in diabetes, it 1s 
necessary to know something about normal metabolic 
processes, since diabetes mellitus is primarily a disease 
of metabolism. As food substances are taken into the 
body, they are subjected to the chemical processes of 
digestion in the alimentary canal and finally, in simplified 
form, are absorbed into the blood and lymph by way of 
the villi lining the small intestine. Simple sugars, such as 
glucose, which have been absorbed into the blood stream, 
have several destinations. It is said that approximately 3 
per cent of the-carbohydrate intake is stored in the liver 
and muscles as glycogen; 30 per cent is converted into 
fatty acids and stored as neutral fat in the body fat 
depots; the remaining 67 per cent is utilized either to 
supply energy by its chemical breakdown to CO, and 
H,0, or to play a part in protein synthesis. It is also pos- 
sible, in the absence of an adequate carbohydrate intake, 
for the body to synthesize carbohydrates, using as build- 
ing stones certain amino acids from protein, glycerol from 
fat, lactate and pyruvate from glucose, and possibly many 
other substances. This process is called ‘““glyconeogenesis.”’ 
For the normal utilization and storage of carbohydrates, 
the presence of an adequate amount of insulin, a hormone 
produced by the pancreas is essential. An absence or de- 
ficiency of insulin will cause serious inadequacies in carbo- 
hydrate metabolism. 

Normal fat metabolism is partially dependent upon 
normal carbohydrate metabolism. Fats derived from in- 
gested foods or synthesized from glucose in the liver are 
stored in the subcutaneous tissue in the so-called “fat 
depots” of the body, from which they can be mobilized, 
as needed by the body, to supply energy. Only about 2—4 
per cent of ingested fat remains in the normal liver. With 
faulty carbohydrate metabolism and a lessened store of 
glycogen in the liver, more fats are needed to supply the 
energy normally supplied by carbohydrates and there is 
increased mobilization of fat from the body depots toward 
the liver, in which it tends to accumulate. 
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b) Metabolism in diabetes mellitus: 

In the disease diabetes mellitus, several abnormal fac- 
tors may be at work. Primarily, there is a deficiency of 
insulin, so necessary to normal carbohydrate metabolism. 
But in addition to a lack of insulin, it has recently been 
recognized that there may also be present an increased 
production of the diabetogenic hormone of the anterior 
pituitary, of the adrenal cortical hormone, and possibly of 
the thyroid hormone. This endocrine imbalance results in: 

(1) a decrease in oxidation of glucose and possibly a 
decrease in amino acid and protein synthesis; 

(2) a decrease in fatty acid formation from glucose to 
about 1/20 of normal — the non-metabolized glucose thus 
being available for urinary excretion; 

(3) a decrease in glycogen storage in the liver and 
muscles; 

(4) the presence of excessive diabetogenic hormone in- 
creases fat mobilization from the body fat depots to the 
liver, thus tending to produce a condition known as 
“fatty liver.” It apparently likewise increases the patient’s 
tendency to develop atherosclerosis, a form of arterio- 
sclerosis in which fat-like substances are deposited in the 
lumen of the arteries, eventually interfering with adequate 
circulation. This increased mobilization of fat, which is 
also necessary to supply a greater share of energy than 
usual because of the impaired oxidation of carbohydrates, 
results in the presence of large amounts of the inter- 
mediary products of fat metabolism, especially ketone 
bodies and acetic acid, in the blood stream. If these or- 
ganic acids are produced more rapidly than they can be 
oxidized, the typical diabetic acidosis and coma result. 

For practical purposes, the disease is usually treated as 
if only an insulin deficiency were present, for insulin in 
adequate amounts will usually overcome the symptoms 
by: 

(1) increasing the oxidation of carbohydrates to COs 
and H,O; 

(2) increasing the conversion of glucose to fatty acids; 

(3) increasing synthesis of amino acids; 

(4) decreasing glyconeogenesis; and 

(5) increasing glycogen storage in the liver, 


thus reversing the pathological process. Those cases which 
are said to be “insulin resistant,” requiring excessively 
large amounts of insulin to regulate, are probably those 
complicated by the increase of pituitary, adrenal, and 
thyroid hormones. The obese patient usually responds 
dramatically to insulin therapy, and his condition can 
frequently be controlled by diet therapy alone when his 
total caloric intake is reduced. 


2. Information needed by the patient 

The patient may be given as much of the above infor- 
mation as he is capable of understanding. He at least 
should be told that there is a deficiency in both carbo- 
hydrate and fat metabolism because of the lack of insulin 
and the possible overproduction of the hormones of cer- 
tain other endocrine glands. It is only in this way that 
the importance of his taking his insulin regularly and 
staying on his prescribed diet can be emphasized suffi- 
ciently to assume significance to the patient. 

The pamphlet Diabetes by Olmstead may be left with 
the patient, with the suggestion that the underlined topics 
be read. ; 


Topic Il. Predisposing Factors and Prevention of 
Diabetes Mellitus 

Nursing Situation: During the bedside care of the 
patient. 

The following questions are those frequently asked by 
the diabetic patient, or which may be asked by the nurse 
to stimulate the patient’s interest in his condition and in 
the predisposing causes of the disease: 


A. Heredity 

1. Are some people more likely to have diabetes than 
others? 

2. At what age is diabetes most likely to appear? 

3. Is diabetes inherited? 

4. Is it all right for a diabetic to marry and to have 
children? 

Answer: Diabetes is more prevalent in families where 
other members are diabetic, and the Jewish race is more 
susceptible to the disease than any other race. Diabetes 
is more common in women by a ratio of 3 to 2. Cecil* 
quotes the following statistics in regard to age frequency: 
50 per cent occurs between the ages of 40 and 60; 5 per 
cent occurs in the first decade; 3 per cent occurs in the 
eighth decade; 42 per cent scattered among the other 
decades. The hereditary factor is extremely important, 
since a family history of the disease is present in at least 
25 per cent of the cases. The advisability of a diabetic 
marrying and raising a family is a debated question, con- 
ditioned by a good many factors and according to indi- 
vidual circumstances. It is mot advisable, however, for 
members of diabetic families to intermarry. 

The patient may be given the pamphlet Do You Know? 
published by the Metropolitan Life Insurance Company. 


B. Obesity 

1. Does obesity have any association with diabetes? 

2. What should obese members of a diabetic family do 
to prevent this disease? 

3. Is overeating the only cause of obesity? 

4. What are some of the other causes of obesity? 

5. How can this type of obesity be prevented or 
treated? 

Answer: The incidence of diabetes is higher in indi- 
viduals who are overweight for their age and height. Fre- 
quently the diabetic condition is perfectly controlled when 
the individual is placed on a reduction diet and returns to 
his normal weight. It is apparent that obesity may hasten 
the onset of diabetes in a predisposed subject. The high 
incidence of obesity in diabetes and the fact that this 
diabetes is usually easily controlled by a reducing diet are 
the main factors in the concept of obesity as a cause of 
diabetes. If a member of a diabetic family is obese, the 
family physician should be consulted and his advice fol- 
lowed. It is wise to avoid overindulgence of foods of all 
kinds, and to limit one’s caloric intake to such a level 
that normal weight is reached and maintained. Reduction 
of weight should always be carried out under a doctor’s 
supervision. Urine should be checked for sugar and blood 
sugar estimations should be made at intervals. 

Although some physicians feel that obesity is always 
caused by overeating, others feel that it may be caused by 
certain deficiencies or imbalances of the endocrine glands, 
especially the pituitary, thyroid, and sex glands. If such 


‘Ibid. 
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a deficiency seems to be present, the physician shauld 
be consulted and his orders carefully followed. Endocrine 
preparations are available which may be of value in treat- 
ing the condition, but these should be used only upon the 
advice and prescription of a physician. Self medication is 
always potentially dangerous. Hormones are potent chem- 
ical factors with marked physiological effects on the 
body; therefore, an indiscriminate use of such prepara- 
tions should be strongly discouraged. 


C. Gall-bladder disease 

1. Is gali-bladder disease or some similar condition ever 
responsible for the development of diabetes? 

2. If this condition is present, what measures should 
be taken? 

Answer: Cholelithiasis or “gall stones,’ as well as 
chronic types of infection, is an important predisposing 
factor to diabetes in adults. If gall stones are present, it 
would be well to have them removed surgically. Infec- 
tions of all kinds should be treated as indicated by the 
type of infection present. 


D. Nervous and emotional factors 

1. Are emotional factors capable of provoking the on- 
set of diabetes? 

2. Is it better for a person disposed to diabetes to lead 
an active life of physical labor or a sedentary life? 

Answer: It is generally agreed that diabetes may be 
produced by severe or prolonged emotional trauma. Per- 
sons from diabetic families should especially guard them- 
selves from emotional tensions ard instability. A life of 
physical activity is apparently protective to the potential 
diabetic. Statistics show that diabetes occurs less fre- 


quently among those who do hard physical labor and 
more frequently among those with a sedentary occupation. 


E. Pregnancy 

Pregnancy is sometimes a predisposing factor in dia- 
betes, and all pregnant women should be under the care 
of a good physician, who will make the necessary exam- 
inations at frequent intervals in order to detect latent 
dangers. 


Topic Ill. The Care of the Diabetic Patient 

Nursing Situation: During the bedside care of the 
patient. 

A. Pertinent questions, such as the following, may be 
directed to the patient to draw his attention to essential 
personal hygiene: 

1. Do you bathe daily? Have you facilities for doing 
so? 

2. Who cuts your toenails? Have you corns or calluses? 

3. Do your feet trouble you? Do you have shoe 
troubles? 

4. Do you brush your teeth and see a dentist reg- 
ularly? 

. Do you take time out for rest during the day? 

. Do you catch cold easily? Do you have sore throats? 
. How do you care for minor cuts and abrasions? 

. Has the blood sugar test been explained to you? 

. Do you know how to collect and test your urine? 

10. Do you think these tests important? 

11. Do you call your doctor if you have a sick 
stomach, diarrhea, or a fever? 

12. Do you carry a diabetic identification card? 

B. Based upon the answers received to the above ques- 
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tions, necessary instruction may be given. It might be 
suggested that the patient read /nstructions by Dr. W. H. 
Olmstead. The patient should be taught to test a urine 
specimen for sugar. (A very simple set of equipment for 
home use is now available for diabetic patients.) A sample 
card used in the collection of urine specimens and illus- 
trated in the American Journal of Nursing, September, 
1946, p. 606 may be explained. Also the patient may be 
shown a sample of a diabetic identification card, if he has 
not been using one. The necessary instruction should also 
be given regarding (1) cleanliness, (2) elimination, (3) 
sleep and rest, (4) exercises, (5) special care of the eyes, 
teeth, hair, hands, feet, and skin, and (6) common 
complications. 


Topic IV. Diet Therapy 

Nursing Situation: Special conference with patient or 
during bedside care of the patient. 

It is suggested that the student review materials 
learned in the classroom regarding the calculation of 
diabetic diets, and that she hold an individual conference 
with the dietitian in regard to their preparation. 


A. Guiding principles in preparation of the 
diabetic diet 

1. The 
individual. 

2. Although the best method of dietary treatment is 
still somewhat controversial, increasing knowledge of the 
physiologic and metabolic mechanisms involved in the 
disease have led to the recent general trend toward a 
fairly high carbohydrate, low fat diet, rather than the 
traditional low carbohydrate, high fat diet. Insulin is then 
utilized in quantities sufficient to aid in the metabolism 
of the prescribed carbohydrates. The rational for this 
change in diet is based upon the fact that sufficient carbo- 
hydrates must be present to meet the energy needs of the 
body, if mobilization of fats from the body fat depots ‘s 
to be checked. Since diabetic acidosis is due to the excess 
ketone bodies present in the blood stream as a result of 
the increased mobilization of fats and not to the high 
blood sugar, treatment must be directed toward elimina- 
tion of these fatty acids. This is accomplished by furnish- 
ing carbohydrates plus insulin, which react as described 
in a preceding section. This procedure also tends to pre- 
vent accumulation of fat in the liver and to lessen the 
tendency toward development of atherosclerosis. The 
presence of carbohydrate is also stimulating to the pan- 
creas, which is frequently enabled to increase its insulin 
production to the point that insulin dosage may de 
markedly decreased. 

3. It is generally agreed that constancy in the diet is 
desirable, and that it should be a modification of the 
normal diet, rather than a drastic change. 

4. In planning the diet, not only the food content must 
be considered, but also the social and economic status of 
the patient and the family food habits. The diet should 
be planned with foods that are customarily eaten and 
which are easily available to the patient. 


diabetic diet is planned for the specific 


B. Calculation of the diet 
1. Materials needed: 

a) Diet prescription, listing the required number of 
grams of carbohydrates, fats, and proteins and the total 
caloric value. 
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b) Food composition tables. 

c) Classification sheets 
2. Questions directed toward the patient: 

a) Do you eat at home? restaurant? carry lunch? 

b) What do you usually have for breakfast? dinner? 
supper? 

3. Directions for the nurse: 

When planning the diabetic diet, breakfast should be 
calculated first, then dinner, and finally supper. Carbo- 
hydrates should be adjusted first, then proteins, and 
finally fat. The desired amounts of fruits and vegetables, 
bread and cereals, and milk should be chosen to adjust 
the carbohydrate content. The number of grams of pro- 
tein present in these foods is added and this total number 
is subtracted from the total number of grams of protein 
prescribed, in order to determine what additions are nec- 
essary. Grams of fat are calculated in the same manner 
and the necessary additions are made. 

4. Instruction of the patient: 

When instructing the patient, the importance of follow- 
ing accurately the diet prescription must be stressed. This 
can be emphasized by explaining to the patient in simple 
words the facts outlined in (3) above. The composition 
of various foods and the use of the different food sub- 
stances in the body should be explained, as well as the 
relationship of these substances in his diet to the pre- 
scribed dosage of insulin. The nurse should go over the 
patient’s diet list and should help him to figure a sample 
diet. When she is assured that he understands the princi- 
ples he is to follow, it is well to leave his diet list with him 
plus food composition tables and substitution lists, scratch 
pad, and pencils, so that he may continue his calculations 
or write down questions which may occur. Whenever pos- 
sible, educational material should be left with the patient. 
He should be visited daily, preferably at meal time, to 
assist him to correlate his diet list with the trays served. 
Assistance should be given in planning menus that will fit 
his own family situation both in regard to types of foods 
especially liked or disliked by the group, and to his finan- 
cial situation. These menus should be checked for ac- 
curacy. All instructional content must be geared to the 
patient’s intelligence, his educational background, and his 
desire to learn. 

Leading questions which may be utilized: 

1. What amount of fresh peaches will you have for 
lunch? If you were going to have oranges, how much 
could you use? 

2. How many eggs could you substitute for your allow- 
ance of meat? 

3. How could you arrange to have soup for lunch? 

4.-What can you do when you are invited to Mrs. 
Jones’ for lunch? 


Topic V. Insulin Therapy 
(Suggested Outline) 
Nursing Situation: Partially during the bedside care of 
the patient, and partially by specially arranged confer- 
ences. 


A. Guiding principles 

B. Questions and answers on insulin 

C. Kinds of insulin with directions for giving (or 
taking) 
1. Regular insulin 
2. Crystalline insulin 
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3. Protamine zinc insulin 

4. Globin insulin 

The procedure of insulin administration should be 
demonstrated by the nurse, with as many return demon- 
strations by the patient as are required for him to attain 
skill in carrying out the procedure. 


D. Insulin reactions 

1. Early and late signs of an insulin reaction 

2. Special characteristics of the different types of in- 
sulin in regard to insulin reactions. 

3. Treatment of insulin shock 


E. Acidosis and diabetic coma 
1. Early and late signs of acidosis 
2. Treatment 


F. Comparison of symptoms of insulin shock and 
diabetic coma and of methods of treatment 


Topic VI. Blood and Urine Tests 
(Suggested Outline) 


Nursing Situation: A specially planned conference with 
the patient. 


— coma 


A. Necessity of tests 
B. Equipment needed for performing urinalysis 
C. Technique of testing the urine for sugar 


The procedure should be demonstrated, if this has not 
been done previously, and the patient should be taught to 
make the tests, using equipment which will be available at 
home. 


D. Importance of blood sugar analysis 
Topic Vil. Rehabilitation and the Use of 
Community Agencies 
(Problems peculiar to the diabetic patient) 
Nursing Situation: During the bedside care of the 
patient. 


A. Personal problems 

A few of the personal problems confronting the diabetic 
patient may be listed: 

1. The knowledge of having an incurable disease may 
be difficult for the patient to accept. 

2. The constant dependence upon hypodermic adminis- 
tration of medication may require additional psycholog- 
ical adjustment on the part of the patient. 

3. The person may feel insecure regarding the proce- 
dure he will use in administering his own insulin at home 
and in regulating his own diet. 

4. The constant therapy required by the diabetic may 
develop in him the fixed idea that he is a chronic invalid. 

These problems should be met with reassurance and 
practical suggestions on the part of the nurse. She may 
suggest that, although the disease is usually considered 
as incurable, this condition is not incompatible with 
normal healthy living if adequate treatment is carried 
out, and that its symptoms can be controlled, if the pa- 
tient will follow instructions faithfully. He should be in- 
structed as to the importance of insulin therapy, and the 
nurse might tactfully compare his future outlook to that 
of the patient before insulin was discovered. The patient 
should be referred to the Visiting Nurses Association, so 
that the public health nurse may visit him in his home as 
frequently as necessary to assist him with his insulin, 
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diet calculation, etc. If the patient is a child, he should be 
referred to the school nurse for follow up. To eradicate 
the idea of chronic invalidism, it should be pointed out to 
the patient that, as long as his prescribed regime is fol- 
lowed faithfully, he may participate in the same normal 
activities as any other person of the same age and 
interests. 


B. Social problems 
C. Economic problems - 

The latter problems may also be met through tactful 
discussion with the patient and referral to the proper 
agency. 


Summary and Conclusions 

This guide covers in a general manner one disease con- 
dition, namely, diabetes mellitus. Its purpose is to present 
material which can be used by the nurse to instruct the 
hospitalized diabetic patient. It is necessarily incomplete, 
but it is hoped that it may prove of assistance as an effec- 
tive instructional tool for the education of both student 
nurse and patient, until a more detailed discussion which 
is undergoing preparation is ready for publication. It 
should be critically evaluated in the light of its usefulness 
and modifications made accordingly. 
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IV. The Patient in the Operating Room 


Sister M. Joseph Anne, S.S.M." 


Introduction 

- AN important element in the study of every sick pa- 
tient is an investigation of and an attempt to correct the 
intrinsic and extrisinc problems that tend to detract from 
the effect of specific therapy. These problems are of lesser 
or greater importance as they relate to the physical, 
mental, emotional, and spiritual make-up of the indi- 
vidual. In view of this influence, the nurse must modify 
her methods of approach to meet the particular needs of 
every sick person, and she must consistently apply psy- 
chological principles in order to achieve the greater well- 
being of the whole individual. 

During the time a patient is hospitalized, there is an 
increased sensitivity to his environment and to treatment, 
whether medical or surgical. Any patient going to the 
operating room, and more particularly, the diabetic pa- 
tient, enters on a venture which to him is grave and 
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hazardous. Because of his fear, he frequently experiences 
such marked disturbances that it is difficult or even im- 
possible to allay his anxiety, and consequently his com- 
plete recovery is retarded. His need for personalized care 
is acute, and it is the responsibility of the surgical nurse 
to instill a little more courage, confidence, and hope as the 
patient is being wheeled into the operating room. The 
length of time the student nurse spends with the patient 
in the operating room is short as compared with the time 
she spends with patients on the ward. Since this contact 
is so limited, she must be carefully instructed to be alert 
in observing each patient’s individual needs and quick to 
apply particular methods of approach as these are indi- 
cated. Experienced surgical supervisors are convinced that 
a smoother postoperative course can be anticipated when 
patients are treated. more sympathetically and handled 
more gently while in the operating room. 

The objectives of the following discussion include: 

1. To develop in the student an understanding of the 
patient’s illness, and the effect of physical, psychological, 
emotional, and other factors upon his reaction to specific 
surgical treatment and ultimate recovery. 

2. To develop in the student a more sympathetic ap- 
proach to the operative patient. 
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Principles Underlying a Personalized Approach 
to the Surgical Patient 

The following outline presents suggestions which would 
seem to be of particular value in attaining the above 
objectives: 

1. Personalized service should be emphasized in the 
classes in Operating Room Technique. 

2. The surgical supervisor should hold group confer- 
ences with staff members — graduate as well as student 
— concerning: individual patients and their illnesses; the 
need for personalized patient care; discussions of indi- 
vidual patient problems — social, economic, emotional, et 
cetera — as specific patients are scheduled for operations. 

3. Opportunities for individual teaching of students 
must be utilized to the utmost. 

4. Friendly visits to patients may be made by the stu- 
dent nurse, in the company of the surgical supervisor or 
anesthetist, in order to gain the confidence of the 
patient — by sympathetic listening and the proffering of 
simple explanations concerning necessary and sometimes 
terrifying procedures; by the observance of professional 
dignity and ethical principles during the conversation; by 
assuring the patient that he will receive the best possible 
care because of the personal interest of the surgeon and 
surgical staff. e 

5. In the operating room, one should speak as little as 
possible and always in a subdued tone of voice. The im- 
portance of quiet while the patient is being anesthetized 
should be particularly stressed. 

6. Proper rapport should be established with patients 
as circumstances present themselves. 

7. All unnecessary handling of the patient should be 
avoided. 

8. Sufficient explanation should be given to the patient 
when restraints are applied, or when other procedures are 
carried out which involve new or strange equipment or 
which seem frighteningly complicated. This explanation 
is particularly important for the patient who has a spinal 
or local anesthetic, and who, therefore, will be alert to and 
conscious of all that goes on around him. 


An Application of General Principles 

To illustrate the application of the foregoing principles, 
one might consider the case of the elderly diabetic pa- 
tient, who is scheduled for a leg amputation under refri- 
geration anesthesia because of extensive gangrene, and 
whose condition does not permit general anesthesia. 
Under these circumstances it must be kept in mind that 
the patient, although heavily sedated, Will retain con- 
sciousness throughout the entire procedure. Moreover, he 
will be subject to the stress engendered by the knowledge 
that, hereafter, he will be permanently handicapped by 
the loss of one of his extremities. 

To prepare the operating room personnel to meet the 
needs of this type of patient, a short group conference 
should be held with the student and graduate staff. If 
possible, one of the students should have visited the pa- 
tient and studied his record preceding the conference, so 
that a brief review of his history, social and economic as 
well as medical, may be presented to the group. Stress 
should be placed on the necessity for individualizing 
nursing care, even in a busy operating room, and the 
factors in the patient’s background which may influence 
his well-being should be indicated to the group. The psy- 
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chological trauma to the patient, resulting from the 
knowledge that he is facing permanent deformity, should 
be emphasized. The point may be made, however, that 
because of the rapid development of efficient prosthetic 
appliances which occurred during World War II, he will 
be able to secure an artificial limb which he can learn to 
manipulate so well that only a very discerning person 
may be able to detect its presence. This is an area in 
which the patient may need reasurance, even though he 
may have been informed of the fact previously. The 
strangeness of the operating room situation, the knowl- 
edge that he will not receive a general anesthetic, perhaps 
even the effects of his pre-operative sedation may cause 
momentary panic, which can be met and quietly allayed 
by the alert nurse, who is conscious of his psychological 
needs. If the patient is indigent or unable to finance the 
purchase of a satisfactory artificial limb, information 
should be secured from the social worker as to what 
community funds might be available to assist in his re- 
habilitation. If the occasion should arise, this information 
might be relayed to the patient, in order to reassure him 
regarding his possible future activities. 

The physiological principles underlying the use of re- 
frigeration anesthesia and the technique of its application 
should be reviewed, thus preparing the nurse to give reas- 
surance should the patient become panicky at the pros- 
pect of possible pain during the operation. 


The principle of refrigeration anesthesia is that it lowers 
tissue metabolism to the point where the diminished cir- 
culation is adequate to care for the tissue needs. The 
lowered metabolism results in a physiological blocking of 
nerve conduction. In addition, refrigeration diminishes bac- 
terial metabolism and thus would serve to inhibit growth 
of bacteria.® 


Depending upon the routine of the individual surgeon, 
the anesthetic is started from two to four and one half 
hours previous to the hour scheduled for surgery. A tour- 
niquet is applied to the thigh approximately two hours 
before surgery. The equipment used depends upon the 
technique followed by the institution. A galvanized 
trough, however, with a spiggot drain at its lower end is 
more useful and practical than the rubber sheets some- 
times used.®° The patient is heavily sedated, his leg is 
placed on a layer of cracked ice in the bottom of the 
trough, and it is then completely covered with ice. The 
ice is renewed as necessary to keep the extremity covered 
during the period of anesthesia. The patient is taken to 
the operating room in his own bed, and the leg is not 
removed from the ice until all preparations for the opera- 
tion have been completed and the operating team is 
scrubbed. The anesthetic is adequate for at least an hour. 
Frequently the sciatic nerve is injected with novocain 
before it is sectioned to prevent a severe shooting pain. 
The tourniquet is not released until the surgeon is ready 
to close the incision; then small bleeding points may be 
caught and ligated. Postoperatively ice bags are applied to 
the stump for 24 to 48 hours, gradually allowing a return 
to normal temperature. The patient usually experiences 
little postoperative pain. 

The patient returns to his room and is ready for a 
meal, in contrast to the nausea which follows all inhala- 


‘Segerberg, Ludwig H., M.D., “Ice Anesthesia,’? American Journal of 
Nursing, 43:797 (September, 1943). 

*Van Blarcom, Cynthia, ‘Nursing Care in Ice Anesthesia,” 
Journal of Nursing, 43:799-800 (September, 1943). 
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tion anesthetics and the shock of spinal anesthesia. This 
fact alone is of extreme importance, particularly in the 
difficultly controlled diabetic. 

No shock is experienced by the patient, for the meta- 
bolic needs of the removed extremity have been so gradu- 
ally reduced by refrigeration that removal of the extremity 
produces no untoward symptoms. In addition, very little 
blood is lost because of the use of the tourniquet.’ 


If, following the preliminary conference, there is suffi- 
cient time intervening before the day set for the opera- 
tion, members of the nursing personnel who are to assist 
the surgeon might visit the patient to become aquainted 
and to assure him that they will give him the best possible 
care. It may be necessary to reassure him as to the effec- 
tiveness of refrigeration anesthesia, if he should question 
the nurse concerning it. Thus, on the day of his opera- 
tion, the patient will not feel that he is in a completely 
strange situation, if he hears familiar voices and can 
mentally visualize familiar faces behind the white of the 
caps, masks, and gowns which surround him. This is of 
particular importance for elderly patients, who may even 
develop frank psychoses as a result of insecurity and 
emotional strain. 

The nurse must always keep in mind the spiritual care 
as well as the physical welfare of the patient. If the condi- 
tion of a Catholic patient is considered to be serious, he 
should have received the Last Sacraments prior to his 
transfer to the operating room. 

When the patient is finally transferred to the operating 
room table, he should be handled gently. The position in 
which he is placed should be explained, as well as the 
purpose of the cuff restraints which are applied to his 
wrist in order to keep his hands away from the sterile 
field, which he might touch thoughtlessly, and to keep his 
arms in a comfortable position. The immediate prepara- 
tion of the area may be mentioned and its purpose ex- 
plained. All of these simple and brief explanations tend 
to make the patient feel more secure in the knowledge 
that he is receiving the best possible care, and he is more 
apt to relax during surgery. 

As previously mentioned, once surgery is underway, 
silence should be observed as rigidly as possible. Thought- 
less. or alarming remarks should be avoided, since the 
patient may be quite alert to glean information regarding 
his condition from any chance conversation, and may re- 
ceive highly erroneous ideas from statements which are 
only partially heard, and therefore misinterpreted. Any 
questions he may ask during surgery should be answered 
by the surgeon and the nurse should preserve a discrete 
silence unless directly addressed. If this occurs, she should 
give considerable thought to the answer proffered, and 
technical matters should always be referred to the 
surgeon. 


*Segerberg, op. cit., 498 
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Following surgery, the patient should be accompanied 
to his room by one of the operating room nurses, who 
does not leave him until a floor nurse is ready to take her 
place. Later, friendly visits to follow the course of the 
patient’s progress are helpful to both nurse and patient — 
to the nurse by giving her a better knowledge of the 
patient as a person — to the patient, because the stimula- 
tion of knowing that “someone” is interested is an added 
incentive to recovery. 


Summary and Conclusions 
The general methods of approach described in this 
guide may be applied to every surgical patient. Methods 
must be modified, however, to meet the individual prob- 
lem — hence no routinized method of approach can be 
established for the student. The student should, however, 
become acquainted with the patient, his illness, and the 
surgical measures necessary for adequate treatment. She 
should also be made keenly aware of the fact that in any 
symptom there are two elements: the symptom itself and 
the person who experiences it and thinks about it, and 
that it is as important for her to know what kind of 
patient the pathology has as what kind of pathology the 
patient has! When these concepts are made a living part 
of the everyday experience of the student nurse during 
her operating room experience, she will be far more a 

person and less merely a skilled machine. 
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Centenary, Diamond, Golden, Stuer 


ANNIVERSARIES of HOSPITALS 
in 1948 


FOR the individual, the family, or 
an organization, life is marked by 
certain achievements; events occur — 
sometimes with monotonous regular- 
ity — to punctuate the progress, or 
the efforts in the direction of progress, 
of the institution or of individuals 
on its staff. With each passing year, 
new heights of achievement are 
reached; new records of service — 
high or low — find their place into the 
archives; the influence of economic 
conditions leaves its mark. 

With each passing year in the life 
of the Catholic hospital, is the im- 
print of time on the objectives of that 
hospital — and on its administrators; 
the extent to which these objectives 
have been realized — the community 
served, its welfare advanced and its 
health needs met. The responsibilities 
incident to the development of the 
hosptial likewise pass in review — as 
in an examination of conscience — 
for care of the sick, for education, for 
improvement in service, for extensions 
to broaden the service, for more ade- 
quate overall service to the com- 
munity according to the present day 
concept of the place of the hospital 
in the community. 

For some of our Catholic hospitals 
the year 1948 will mark a milestone 
in their development. Some have 
achieved the distinction in this third 
year following World War II — of 
continuous unbroken service to their 
communities of 100 years, of 75 
years, of 50 years, and of 25 years. 
To all of these — but especially to 
the Sisters, who now carry on in the 
administration of these hospitals, the 
Editors of Hospitat Procress offer 
congratulations and join with the 
many friends of these Sisters in com- 
memorating this achievement. 

Some general facts concerning 
these 39 hospitals and health agen- 
cies observing these anniversaries 
might be cited. They are located in 
seventeen (17) States of the United 
States, in Alaska and in seven (7) of 
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the ten (10) Provinces of Canada. 
Concerning their ownership and direc- 
tion, it will be interesting to note that 
twenty-one (21) different Sisterhoods 
having central houses in the United 
States and ten (10), in Canada, are 
responsible for this group of institu- 
tions. In reviewing the accompanying 
lists, the readers will observe that 
some of the Sisters are Benedictines, 
Dominicans, Franciscans, Sisters of 
St. Joseph, of Mercy, of St. Vincent 
de Paul, Grey Nuns, Sisters of Mise- 
ricorde, of St. Joseph, and Sisters of 
Providence. Many of these Sister- 
hoods trace their origins to European 
Countries; while a fair number has 
been organized either in Canada or 
the United States. 

Geographically, too, the distribu- 
tion is more extensive than might be 
expected; as many as four of these 
institutions are in Western States, 
three Eastern States claim five, and 
the Southern States have as many as 
three, while in five Central Western 
States there are 8 and in the north- 
west, two States can claim three of 
them; Alaska has one. For Canada, 
the Province of Quebec leads as might 
be expected; the Provinces of On- 
tario and Manitoba are next in order 
followed by Alberta, British Colum- 
bia, New Brunswick, and Saskatche- 
wan. 

Centenary Observance 

Two hospitals — one from Canada 
and one the United States merit this 
distinction, both having been estab- 
lished in 1848. The Daughters of 
Charity of St. Vincent de Paul are 
responsible for St. Mary’s Hospital 
in Milwaukee which was established 
before Wisconsin became a State. 
Hopital General de la Misericorde of 


Montreal was the first hospital mis- 
sion of the Sisters of Misericorde or- 
ganized in Canada by Madame 
Rosalie Jetté in 1847. The observance 
of the Centenary of this Sisterhood is 
recorded in Hosprrat Procress for 
1947 (Nov. ’47 p. 391). 


Diamond Jubilee 
Eight hospitals are this year com- 
memorating their Diamond Jubilee, 
five in the United States and three in 
Canada. A review of this list will in- 
dicate that as early as in 1873 some 
of our Sisterhoods had begun to 
extend to western areas. In this list 
will be found the largest Catholic hos- 
pital (6200 beds) on the North Amer- 
ican Continent — Hopital St-Jean- 
de-Dieu in Gamelin (a suburb of 
Montreal) conducted by the Sisters 
of Providence of Montreal founded 

by Mother Gamelin in 1843. 


Golden Jubilee 
In 1898, twenty Catholic hospitais 
now extant opened their doors. 
Located in ten States and five Prov- 
inces of Canada, these hospitals ex- 
tended to the deep South in the 
United States and to three of the 
Western Provinces of Canada. 
Strangely enough, almost as many 
Sisterhoods (20) undertook these 
missions. 
Silver Jubilee 
Only ten Catholic hospitals were 
organized in 1923 — five years after 
World War I. Perhaps the depression 
of 1921 influenced this condition. 
Ten different Sisterhoods opened 
these missions — which extended in 
the United States to the far West, the 
deep South and to Alaska —and in 
Canada as far west as Saskatchewan 
and to Quebec in the East. 


CENTENARY OBSERVANCE — FOUNDED IN 1848 


St. Mary’s Hospital, 
Daughters of Charity of St. Vin- 
cent de Paul (1701b), 
Milwaukee, Wisconsin. 


Hopital General de la Misericorde, 
Sisters of Misericorde (C1107), 
Montreal, Quebec, Canada. 
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DIAMOND JUBILEE — 


St. Joseph Hospital, 
Sisters of Charity of Leavenworth 
(1001), 
Denver, Colorado. 


Providence Hospital, 
Daughters of Charity of St. Vin- 
cent de Paul (1701a), 
Detroit, Michigan. 


St. Patrick’s Hospital, 
Sisters of Charity of Providence 
(1317b), 
Missoula, Montana. 


St. Ann’s Maternity Hospital, 
Sisters of Charity of St. Augustine 
(105), 
Cleveland, Ohio. 


FOUNDED IN 1873 


St. Joseph’s Hospital, 
Sisters of the Third Order of St. 
Francis (505a), 
Reading, Pennsylvania. 


Hotel Dieu de St. Joseph, 
Religious Hospitallers of St. Joseph 
(C1023), 
St. Basile, 
Canada. 


New’ Brunswick, 


Hopital St-Jean-de-Dieu, 
Sisters of Charity of Providence 
(C13034), 
Gamelin, Quebec, Canada. 


Hotel Dieu du Sacre Coeur de Jesus, 

Religious Hospitallers of the Mise- 
ricorde of Jesus (C1110), 
St-Sauveur, Quebec, Canada. 


GOLDEN JUBILEE — FOUNDED IN 1898 


St. Vincent’s Hospital, 
Daughters of Charity of St. Vin- 
cent de Paul (1701b), 
Birmingham, Alabama; 


Georgetown University Hospital, 
Sisters of Charity of Nazareth 
(1201), 
Washington, D. C. 


St. Margaret Hospital, 
Poor Sisters of St. Francis, 
Seraph of Perpetual Adoration 
(517a), 
Hammond, Indiana. 


St. Joseph’s Hospital, 
Sisters of St. Joseph of Carondelet 
(941b), 
Hancock, Michigan. 


St. Francis Hospital, 
Franciscan Sisters of the Immac- 
ulate Conception (555), 
Breckenridge, Minnesota. 


St. Elizabeth’s Hospital, 

Sisters of the Sorrowful Mother of 
the Third Order of St. Francis 
(529a), 

Wabasha, Minnesota. 


DuBois Hospital, 
Sisters of Mercy (1131), 
DuBois, Pennsylvania. 


Mercy Hospital, 
Sisters of Mercy of the Union 
(1161h), 
Wilkes-Barre, Pennsylvania. 


St. Joseph’s Hospital, 
Benedictine Sisters of St. Martin’s 
Convent (217), 
Deadwood, South Dakota. 
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St. Thomas Hospital, 
Daughters of Charity of St. Vin- 
cent de Paul (1701b), 
Nashville, Tennessee. 


St. Eugene’s Hospital, 
Sisters of Charity of Providence 
(C1303a), 
Cranbrook, British Columbia, 
Canada. 


Misericordia General Hospital, 
Sisters of Misericorde (C1107), 
Winnipeg, Manitoba, Canada. 


General Hospital, 
Grey Nuns of the Immaculate 
Conception (C703), 


Sault Ste. Marie, Ontario, Can- 
ada. 


St. Joseph’s Hospital, 
The Grey Nuns of the Cross of 
Ottawa (C701), 
Sudbury, Ontario, Canada 


Hopital du Sacre-Coeur, 
Sisters of Charity of Providence 
(C1303c), 
Montreal, Quebec, Canada. 


St. Joseph’s Home for the Aged 
(Inst.) , 
Franciscan Sisters of Blessed Kun- 
egunda (563), 
Chicago, Illinois. 


St. Anthony’s Convent (Ped.), 
Sisters of St. Joseph (923), 
Comstock, Michigan. 


Convent of the Helpers of the Holy 
Souls (V.N.),° 
Society of the Helpers of Holy 
Souls (703a), 
New York, New York. 


Mission St-Augustine (V.N.), 
Sisters of Charity of Providence 
(C1303a) 
Riviere la Paix, Alberta, Canada. 


Hospice Ste-Ann, 
Sisters of Charity of the General 
Hospital of Montreal (C707b), 
Saint-Celestin, Quebec, Canada. 


‘Inst Institutional Service. 
Ped Pediatric Service. 
*V.N. Visiting Nurse Service 


SILVER JUBILEE — FOUNDED IN 1923 


St. Mary’s Hospital, 
Sisters of Charity of the Incarnate 
Word (801), 
Long Beach, California. 


St. Valentine Hospital, 
Sisters of St. Benedict (201), 
Wendell, Idaho. 


Mercy Hospital, 
Sisters, Servants of the Holy Heart 
of Mary (1113a), 
Urbana, Illinois. 


Our Lady of the Lake Sanitarium, 
Franciscan Sisters of Calais (549), 
Baton Rouge, Louisiana. 


Ketchikan General Hospital, 
Sisters of St. Joseph of Newark 
(943a), 
Ketchikan, Alaska. 


St. Joseph’s Hospital, 
Sisters of St. Joseph (C1028), 
Winnipeg, Manitoba, Canada. 


Hopital de l’Enfant Jesus, 
Dominican Sisters of the 
Jesus (C401), 
Quebec, Quebec, Canada 


Infant 


Hopital St-Joseph, 
Sisters of Charity of 
(C71le), 
Rimouski, Quebec, Canada 


Quebec 


St. Margaret Hospital, 
Sisters of Charity of the General 
Hospital of Montreal (C707b), 
Biggar, Saskatchewan, Canada. 
Corpus Christi Convent (V.N.), 
Dominican Sisters of the Sick Poor 
(425), 
Denver, Colorado. 





HEALTH AND HOSPITALS AND THE NATIONAL 
CATHOLIC WELFARE CONFERENCE 
The Most Reverend Karl J. Alter, Bishop of Toledo 
and Episcopal Chairman of the Department of Social 
Action of the National Catholic. Welfare Conference and 
of the Administrative Board of the Catholic Hospital 
Association, has announced that Reverend Donald A. 
McGowan, Diocesan Director of Hospitals for the Arch- 
diocese of Boston, has been appointed 
Assistant Director of the Depart- 
ment of Social Action of the National 
Catholic Welfare Conference. Father 
McGowan will be responsible for 
activities and developments in the 
field of Health and Hospitals. He 
will also serve as the Executive Di- 
rector of the Catholic Hospital Con- 
ference of Bishops’ Representatives. 
This appointment of Father Mc- 
Gowan fulfills a long cherished wish 
on the part of Catholic Hospital 
Association officials, Father Mc- 
Gowan will be able to render valu- 
able service to the Catholic Hospitals 
not only because of his location in 
Washington, but because of his wide 
experience in the areas of health and 
hospital administration. Since 1945, 
Father McGowan has been Director 
of Catholic Hospitals in the Arch- 
diocese of Boston. The Most Rev- 
erend Richard J. Cushing, Archbishop of Boston, has 
been generous in releasing Father McGowan from this 
office so that he might take the Washington appointment. 
Father McGowan Was born in Concord, Massachusetts, 
and was graduated from Hyde Park High School and 
Boston College. For two years he attended St. John’s 
Seminary in Brighton and then transferred to the North 
American College in Rome where he spent 5 years. He 
was ordained at Rome, December 5, 1933. 


The Reverend D. A. McGowan. 


_.. editorially 


Returning to Boston, Father McGowan was Assistant 
at the Cathedral of the Holy Cross for two years. In 
1936 his interest in hospital administration was stimu- 
lated by his appointment as Assistant Superintendent of 
St. Elizabeth’s Hospital in Brighton. In 1938, he was 
made Superintendent and held this position until 1945 
when he assumed the Directorship of Catholic Hospitals 
fer the Archdiocese of Boston. 

Father McGowan has taken a deep interest in all 
health and hospital activities as is 
evidenced by the positions of re- 
sponsibility which were given him 
during his eleven year period in the 
field. He was President of the New 
England Hospital Assembly; Vice- 
President, Massachusetts Hospital 
Association; Spiritual Director, Guild 
of St. Luke, largest unit of the Na- 
tional Federation of Catholic Physi- 
cians’ Guilds; Chaplain of the Arch- 
diocesanCouncil of Catholic Nurses; 
Past Vice-President of the American 
Hospital Association and Past Dele- 
gate-at-large to the American Hos- 
pital Association. 


Father McGowan is best known 
to our readers, however, as a member 
of the Administrative Board of the 
Catholic Hospital Association and 
Vice-Chairman of the Hospital Con- 
ference of Bishops’ Representatives. 

The Editors of Hosprtat Procress and the officers of 
the Catholic Hospital Association are most happy to see 
a man of Father McGowan’s ability and experience begin 
the work of opening this new office in Washington. In 
this position he will be able to render invaluable assist- 
ance to our Catholic Hospitals and to represent Catholic 
interests in the ever-growing national field of health and 
hospital care. Father McGowan took up his new duties 
in the N.C.W.C., March 1. 





EASTER AND THE DIGNITY OF THE SICK 

In our writings and discussions on care of the sick we 
constantly stress the dignity of man. We state as a matter 
of Christian principle that our motive in according med- 
ical care for men and women is a spiritual one. We claim 
that the ultimate reason for the existence of Catholic 
hospitals is the religious motive of rendering spiritual and 
physical relief to men and women who are sick. 

This is good religious theory to which we all subscribe 
wholeheartedly, but there are times when we are inclined 
to weaken in our practice. Excessive fatigue, disagreeable 
personalities, and routine handling of a large number of 
cases may dim our appreciation of the inherent value and 
dignity of each human being. The need for efficiency may 
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turn human beings into mere cases if we do not renew 
and keep alive our understanding and appreciation of 
human and spiritual values. 

Holy Week and Easter are forceful reminders of these 
basic principles. Christ, the Son of God, went through 
His Passion and suffered death on the cross because He 
placed a high value on each human being. He suffered 
and died not only for disagreeable characters, but for 
men and women whose sinful actions were obnoxious to 
Him in a very personal way. Certainly we can derive in- 
spiration for our work in hospitals by meditating on the 
events of Holy Week. From our work for the sick we can 
derive some of the satisfaction and joy which Christ en- 
joyed in His Easter victory over and conquest of the 
dread disease, sin. 
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It is the wish of the Editorial Staff of Hospitav 
ProcreEss and the Officers of the Catholic Hospital Asso- 
ciation that the Religious in our hospitals may enjoy in 
a special manner the spiritual blessings characteristic of 
the Easter season. 


SECULARISM IN HEALTH AND HOSPITAL CARE 

In their annual statement, the Bishops of the United 
States this year warned that the world faces one of the 
gravest crisis in history because there is so generally a 
total exclusion of God from human thinking and living. 
This tendency to ignore and exclude the influence of God 
from civic, educational, and scientific activities is known 
as secularism. It is interesting to note that the American 
Council on Education has recognized this same studied 
and well planned campaign to divorce educational activi- 
ties from all religious influence. This same Council in a 
brochure entitled “The Relation of Religion to Public 
Education” states that “religion has lost its significance 
for many areas of human activity” and regrets that this 
spirit of secularism has taken such a hold on public edu- 
cation in America. 

Medicine and hospital care have not escaped entirely 
the blight of secularism. There are professional men and 
institutional staffs who are too ready to exclude God and 
religion from their thinking and their acting. In so doing 
they divorce themselves and their patients from the 
Creator of Man and from the nobility of man’s eternal 
destiny. In this process the dignity of man is lost and his 
spiritual heritage ignored. 

We believe that there is no field of social endeavor 
where secularism can do more harm than in that of caring 
for the sick. The beautiful relationship of God to man is 
the fundamental and basic reason for ministration to the 
sick and constitutes ultimately the religious motive behind 
every Catholic hospital. In keeping with the needs of the 
time and responding to the call of the Most Reverend 
Archbishops and Bishops of our Country, the Catholic 
Hospital Association has, therefore, chosen for its 1948 
Convention in Cleveland the theme: “Combatting Secul- 
arism in Health and Hospital Care.” 


BLUE CROSS AND THE CATHOLIC HOSPITALS 

In reviewing the fifteen year record of development of 
Blue Cross, the voluntary prepayment plan for the 
budgeting of hospitalization expenses by the people, the 
Catholic Hospital Association of the United States and 
Canada, through its Council on Blue Cross, recognizes 
this movement as one of profound philosophic and socio- 
logical implications for the individual, possessing social 
values overshadowing the interests either of subscriber or 
hospital. Notwithstanding the broad purpose of this social 
movement through which the people are afforded an op- 
portunity voluntarily to provide for unpredictable costs 
of hospitalized illness, it is important to re-emphasize 
some of the dominant ethical considerations inherent in 
the operation of the program of an agency which, on the 
one hand, represents the hospitals and their services to 
the community, and on the other hand, the citizens of the 
community who become members of Blue Cross. 

In such a movement, Blue Cross assumes a twofold 
responsibility; from the viewpoint of hospitals, however, 
this agency, organized for the special purpose of assuring 
the widest availability of hospital service to the people on 
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a basis within their capacity to pay, is regarded as an 
extension of the hospital itself. 

In its capacity as the representative of subscribers, 
Blue Cross and its officials must always be mindful of the 
needs of the people by the development of agreements 
and programs through which particularly the middle class 
and lower income groups can be assured good hospitaliza- 
tion on a reasonable fee basis. As a result, and because of 
its basic purpose, the hospital assumes a vital role in 
carrying out the purposes of Blue Cross. By virtue of the 
strategic position in Blue Cross, the hospital facilities 
must conform to approved standards and its service must 
be recognized as professionally acceptable; its interest in 
its own problems should be the criterion of its concern 
for the problems of Blue Cross. On the other hand, Blue 
Cross has the obligation of remunerating the hospital for 
service rendered to its subscribers on a fair basis so that 
the hospital may not suffer losses in caring for such pa- 
tients. In this phase of the relationship, co-operation on 
the part of the hospital, especially in the area of sound 
and uniform accounting procedures, will bring about a 
mutually more understanding satisfaction to the subscri- 
ber and to Blue Cross. 

Further, upon Trustees of Blue Cross falls the respon- 
sibility on behalf of participating hospitals and of mem- 
bers for sound fiscal policy, if the objectives of this val- 
uable social activity are to be assured. This feature of 
Blue Cross merits serious consideration and continuous 
attention if the record of membership thus far achieved 
is to be maintained and extended. 


NURSING EDUCATORS CHOOSE CLEVELAND 

It is important that all Sister Directors of Catholic 
Schools of Nursing and all Superiors of Religious en- 
gaged in nursing have an opportunity to express an opin- 
ion on policies which will affect the future of nursing 
education. The Conference of Catholic Schools of Nurs- 
ing, therefore, planned two meetings, one a preliminary 
workshop type at which a comparatively small but repre- 
sentative group of Sisters, asked to participate because 
of their official positions, would do the preliminary work 
of clarifying and defining issues and preparing recom- 
mendations; the second, a general meeting to which all 
Sisters interested in Nursing Education would be invited 

In the announcement of this plan, the Sisters were 
given an opportunity to choose a date in connection with 
the Cleveland convention or an earlier date in another 
city. The replies coming to the Central Office are three to 
one in favor of the Cleveland meeting. 

An all day meeting on nursing education will be held, 
therefore, in Cleveland on Sunday, June 6. At this meet- 
ing, open to all Sisters interested in nursing education, 
the recommendations of the St. Louis conference will be 
presented for discussion and emendation. On the following 
day, June 7, the Annual Convention of the Catholic Hos- 
pital Association will open. We hope that a very large 
number of Sisters will to attend the Sunday 
meeting. 


be able 


HOSPITAL CARE FOR THE ALCOHOLICS 

Alcoholism has long been considered a sin and a curse. 
It is now being recognized also as a disease and efforts 
are being made to treat it as such. We are gratified to be 
able to report through an article in the February issue of 
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HospitAt Procress the efforts of a 
doctor and a Catholic hospital to 
render relief to those who have fallen 
victim to this all-too-common disease. 
Confirmed alcoholism brings in its 
wake not only physical and mental 
degeneracy for the victim but also 
untold suffering and hardship to 
families and relatives. 

The organization known as Alco- 
holics Anonymous has taken unques- 
tioned leadership in the work of 
reclaiming men and women whose 
normal life and occupational activity 
is threatened by the excessive use of 
‘ alcoholic liquor. Although this group 
developed and grew without recog- 
nizable religious influence or help, its 
members welcome the help of the 
Church, religious agencies, and re- 
ligious men and women. The Cath- 
olic hospital can do no greater good 
than to co-operate in the work of 
methodically and scientifically treat- 
ing alcoholics. In order that this be done effectively all 
the aids of religion, psychiatry, and physical medicine 
must be brought to bear on the problem in a co-operative 
and harmonious manner. No greater charity can be 
rendered to a sick man and no greater service can be 
done for society than to reclaim from alcoholism an 
otherwise normal and healthy man or woman. 


DEATH OF SISTER PATRICIA, O.S.B. 

A distinguished career in hospital administration ended 
January 7 with the death of Sister Mary Patricia, O.S.B., 
Administrator of St. Mary’s Hospital, Duluth, Minnesota, 
since 1926 and one of the first women hospital officials to 
become a fellow of the American College of Hospital 
Administrators. Widely recognized for her outstanding 
work in hospital administration and medical records, 
Sister Patricia contributed notably to the development of 
hospital administration by her lectures and personal 
advice. 

Sister Patricia was born in Harrisville, Michigan, in 
1885 and joined the Sisters of St. Benedict in 1905. She 
had served as bookkeeper and business manager in hos- 
pitals operated by her Sisterhood at Grand Rapids, 
Crookston, and Brainerd before receiving her appoint- 
ment to the Duluth institution in 1918. She was respon- 
sible for organizing the medical records department in 
this institution and succeeded Sister M. Olivia as Admin- 
istrator in 1926. 

In 1935 Sister Patricia assisted in the organization of a 
school for Medical Librarians at the College of St. 
Scholastica, the fourth Medical Librarian School in the 
Nation. She was a past president of the American Asso- 
ciation of Medical Record Librarians and organized the 
Head of the Lakes Medical Recerd Librarians Associa- 
tion and the Minnesota Record Librarians Association, 
of which she was honorary life president. In 1934, the 
American College of Hospital Administrators conferred a 
fellowship upon Sister Patricia. Sister held memberships 
in all local and national hospital organizations and was 
always a leader in health and hospital activities. She also 
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Thomas Parran, M.D., Surgeon General, 
1936-48, U. S. Public Health Service, 
Washington, D. C. 


served as a guest lecturer in hospital 
administration at the Catholic Uni- 
versity and presented papers at 
several convention meetings of the 
Catholic Hospital Association. 

The death of, Sister Patricia is a 
distinct loss to the hospital world, 
but she will be missed most in her 
own religious community and _ hos- 
pital to which she had contributed 
so many years of distinguished 
leadership. 

On January 23, the Board of 
Directors of St. Mary’s Hospital an- 
nounced the appointment of Sister 
M. Loretto, O.S.B., as hospital ad- 
ministrator to succeed Sister Patricia. 


THOMAS PARRAN, M.D. 

When the daily press on February 
13 announced the retirement of Dr. 
Thomas Parran, Surgeon-General of 
the United States Public Health 
Service, many Administrators of 
hospitals and Directors of Schools of Nursing recalled 
the active interest which Dr. Parran took in this field. 
When appointed in 1936 by the late President Roosevelt 
Dr. Parran’s term of office was characterized for twelve 
years by an intense desire to bring about in greater 
measure better health and more health service to the 
people of our country. 

During his period of service, social conditions varied 
widely — from the depths of the depression, through the 
pre-war period, with active service throughout World 
War II virtually on every front concerned with the wel- 
fare of the civilian population, and finally for the past 
two and one half years to feverish postwar activity — 
on the one hand, concluding the war-time measures and, 
on the other, planning and instituting postwar programs. 

If it were possible to review his record of accomplish- 
ment, much more space would be required than is now 
available. For hospital activity and nursing education — 
the Editors of Hosprrat Procress and the officers of the 
Catholic Hospital Association are happy to avail them- 
selves of this opportunity to pay tribute to the man 
whose appreciation of the needs of the people took con- 
crete form in the recognition of the services of their 
own institutions — the voluntary hospitals and schools 
of nursing. To some extent, it is true, wartime conditions 
influenced the development of Dr. Parran’s notable per- 
formance — not, however, as much as might be expected. 

The name of Dr. Parran will live long in the history 
of hospital service in the United States because of “The 
Hospital Survey and Construction Act” in the develop- 
ment and administration of which his was the guiding 
hand; again, in the organization of the Cadet Nurse 
Corps, Dr. Parran was charged with responsibility not 
only for its organization but also for its administration. 
Dr. Parran discharged his responsibility with distinction. 
In the reorganization of the Public Health Service, Dr. 
Parran was instrumental in providing for a “Division of 
Nursing Education.” Through this division both hospitals 
and Schools of Nursing have derived much good and 
will in the future receive more and more service. 
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In the medical field, during the term of office of Dr. 
Parran, many significant advances have been made. The 
Cancer Research Program and the Venereal Disease Con- 
trol Program — both have been real contributions; the 
National Tuberculosis Control Plan and the Mental 
Health Program have accomplished much for the people; 
the strengthening of State and local general health serv- 
ices was truly a notable achievement. 

To the members of the Catholic Hospital Association, 
Dr. Parran was most generous and considerate. On no 
less than four occasions, he spoke to the Annual Con- 
ventions. His last official appearance was in Boston at 
the 32nd Annual Meeting when he discussed “The Hos- 
pital Survey and Construction Act in Relation to the 
Voluntary Hospital.” A significant passage in that ad- 
dress was “Only when the entire population, urban and 


rural alike, is served by competent health departments 
and competent hospitals working together, can we reap 
full value from either our voluntary or official health 
programs . . . you can see that an integrated national 
health program is beginning to emerge. . . . I envision 
the community hospital and the local health department 
as inseparable links in a statewide chain of service that 
will assure to every citizen the ‘enjoyment of the highest 
attainable standard of health.’ ”’ 

In concluding, may we express to you, Dr. Parran, our 
own appreciation for your contributions to the hospital 
field; and may we express-the hope, too, that you may 
derive much satisfaction in the knowldge that under your 
guidance and direction, more of our citizens will have 
hospital service more readily available 





This Month with the Association 


and its relations with participating 
hospitals. Another topic scheduled for 


DR. LEONARD A. SCHEELE 

From 1934, when graduated from 
the School of Medicine of Wayne 
University, Detroit, Michigan, Dr. 
Scheele has devoted virtually his full 
time to public health activity. From 
the duties of his first assignment as 
Assistant Quarantine Officer in San 
Francisco, he has moved on to other 
fields affording experience as County 
Health Officer, as research fellow in 
Cancer and director and as liaison 
officer with the states and various 
medical organizations. 

His career embraced service in the 
Office of Civilian Defense and in the 
Army, in which he served in the Mili- 
tary Government Units in Sicily and 
Italy; later he was assigned to the 
Preventive Medicine Section of the 
Allied Expeditionary Force in North- 
west Europe and to the Medical Sec- 
tion of the Allied Control Council 
after the surrender of Germany. 

His decorations include the Amer- 
ican Typhus Medal, the Legion of 
Merit, the Order of Public Health 
from France, and several other 
foreign distinctions. 

For the past two years, Dr. Scheele 
has been assisting in the administra- 
tion of the National Cancer Institute 
and National Institute of Health — 
both of which are under the direction 
of the Public Health Service. 

With this background of education 
and experience, Dr. Scheele has been 
chosen by President Truman to suc- 
ceed Dr. Thomas Parran. The officers 
of the Catholic Hospital Association 
offer congratulations to Dr. Scheele 
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and wish for him every measure of 
success. The task is a large one but 
we feel certain that Dr. Scheele will 
follow the policies of his eminent 
predecessor and thus assure the same 


Dr. L. A. Scheele, the New 
Surgeon General. 


measure of service to the people, to 
their institutions, and to the members 
of the medical profession. 


Prepayment Plans and 
Reimbursement 


On February 25 and 26, in Chi- 
cago, the Council on Prepayment 
Plans and Reimbursement of the 
American Hospital Association held 
its third meeting. Both Father George 
L. Smith and Mr. Kneifi attended. 
Considerable discussion took place 
concerning the program of Blue Cross 


discussion related to the general pro- 
gram of the American Hospital Asso- 
ciation for legislation through which 
hospital service for the indigent might 
be supported by government subsidy. 


The Wisconsin Sisters Meet 

The Mid-Winter Meeting of the 
Wisconsin Conference of the Catholic 
Hospital Association, one of the old- 
est of the State Conferences, took 
place on Tuesday and Wednesday, 
February 17 and 18 at the head- 
quarters of the Conference, 437 West 
Galena Street, Milwaukee, Wisconsin. 
Father Edmund J. Goebel, Director 
of the Conference presided. The Exe- 
cutive Director of the Association, 
Father John J. Flanagan, S.J., pre- 
sented a paper on “Present Day 
Impact of Social Conditions on Nurs- 
ing Education,” while on Wednesday 
February 18, Miss Margaret Foley, 
new appointed Secretary of the Asso- 
ciation’s “Conference of Catholic 
Schools of Nursing,” directed the 
session and discussed some of the 
more recent developments in nursing 
and nursing education. As this report 
goes to print, other details of the pro- 
gram are not available. 


Medical Ethics 

On January 8, 1948, the Reverend 
John J. Flanagan, S.J., Executive 
Director of the Catholic Hospital As- 
sociation and Editor of Hosprrar 
Procress, spoke to members of the 
Medical Staff of Borgess Hospital, 
Kalamazoo, Michigan, on “The Back- 
ground of Catholic Medical Ethics.” 
In his talk, Father Flanagan touched 
on the historical background, of the 
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natural law, of Ethics as the norm for 
one’s guidance, and of the place of 
this important factor in the practice 
of Medicine. 


Hospital Accounting 

The Committee on Accounting and 
Statistics of the American Hospital 
Association of which Mr. Kneifl is a 
member, met Jan. 30-Feb. 1, to 
discuss a new edition of the Manual 
on Hospital Accounting and Statis- 
tics. Major matters discussed were 
the Chart of Accounts, the Principles 
and Procedures of Fund Accounting, 
the definition for various features of 
the hospital, types of accommoda- 
tions, service units, etc., and finally, 
the collection and uniform interpreta- 
tion of statistics, particularly as 
applied in management and admin- 
istration. Mr. William H. Markey, 
Jr., Specialist in Accounting, who 
is in charge of this project reported 
very satisfactory progress. 


The Carolinas-Virginias 

The first Regional Meeting of the 
Catholic Hospital Conference of the 
Carolinas-Virginias will take place on 
Wednesday, April 14, 1948 at St. 
Vincent’s Home, Roanoke, Virginia. 
Very Reverend Monsignor J. L. Fed- 
eral, Director of Catholic Hospitals 
for the Diocese of Raleigh, Father 
Harold Nott, who holds a similar 
position for the Diocese of Richmond, 
and Father George Lewis Smith, Dir- 
ector of Catholic Hospitals for the 
Diocese of Charleston (South Caro- 
lina) are active in the development 
and conduct of the meeting. 

The Sisters of some twenty hos- 
pitals in these four states will gather 
to hear a specially prepared program, 
dealing, it is hoped, with problems of 
this section of the country. More de- 
tails of the program will be available 
shortly. Miss Margaret Foley, newly 
appointed Secretary of the Associa- 
tion’s “Conference of Catholic Schools 
of Nursing” will discuss some of the 
newer trends in Nursing Education. 


American Council on Education 

The recent meeting of the Amer- 
ican Council on Education considered 
the general topics of Universal Mili- 
tary Training, the Report of the 
President’s Commission on Higher 
Education, and the Extension and 
Liberalization of Social Security. At a 
dinner meeting a report was made on 
the progress and plans of UNESCO. 
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An interesting report showed that 
80 to 90 per cent of the educators 
queried in a study were opposed to 
universal military training. 

A cross section of college and uni- 
versity presidents, secretaries of edu- 
cational associations, and heads of 
school systems were polled and the 
response was a uniformly high per- 
centage who opposed military train- 
ing but favored an integrated national 
security program which would pro- 
vide for: 

1. “a_ strong, 
population 

2. “co-ordinated intelligence serv- 
ice 

3. “scientific research and develop- 
ment 

4. “industrial 
stock piling 

5. “regular Army, Navy, Air 
Force, and Marines of higher mobil- 
ity and striking power.” 

Mr. William F. Montavon, Direc- 
tor, Legal Department, National 
Catholic Welfare Conference, was one 
of the speakers who discussed the ex- 
tension of Social Security to include 
employees of charitable and religious 
organizations. Mr. Montavon ex- 
pressed a desire on the part of 
Catholic institutions to participate, 
providing the tax status of the 
institutions could be protected. 

Mr. Robert J. Adams of the Na- 
tional Conference of Public Em- 
ployees Retirement Systems presented 
an interesting point of view in oppos- 
ing compulsory extension. He ex- 
plained that there were many retire- 
ment plans for the benefit of public 
employees which offer greater benefits 
to members than does Social Security, 
and that these systems might be 
abandoned by local, state, and city 
governments on the theory that Social 
Security would be sufficient. 

Not all reactions of the Report of 
the President’s Commission on 
Higher Education were ready at the 
time of this meeting, but the reviews 
presented indicated a desire to 
broaden the extent of higher educa- 
tion on the Junior College level. It 
was specifically recommended that 
public education be made available 
to all up to and including the 14th 
grade. The Commission anticipated 
an enrollment of four million students 
in institutions of higher learning by 
1960. The financing of such radical 
expansion would in large part be 
through the medium of Federal Aid. 


healthy, educated 


mobilization and 


Hospital Administration Courses 
A Summer School Program in Hos- 

pital Administration will again be a 

feature of the schedule offered by the 

St. Louis University for the 1948 ses- 

sion. As in the past, the following 

courses for hospital administrators 
will be given; 

Ha 105 Institute on Hospital Admin- 
istration (Now entitled “Principles 
of Hospital Administration”) June 
22-July 3 

Ha 106 Special Problems in Hospital 
Administration July 5-30 

Ha 107 Introduction to Research ‘n 
Hospital Administration July 5-30 
As in the past, two courses in hos- 

pital finance will be presented partic- 

ularly for those Sisters whose work is 
in this sphere of hospital service; 

Ha 121 Financial Administration in 
the Hospital (also designated as 
“Hospital Accounting”) July 5-17 

Ha 122 Problems in Hospital Finance 
July 19-30 
In response to many requests from 

the Sisters, a new course is to be pre- 

sented for the first time this year, 
dealing with “The Catholic Hospital 
in Canon Law.” This special course 
should be cf great interest to the 

Sister Administrators of our Catholic 

hospitals and it is hoped, many will 

avail themselves of this opportunity. 

Applications for admission to the 
summer school session should be sent 
to the Rev. Paul Reinert, S.J., Direc- 
tor of the Summer Session, 221 North 
Grand Boulevard, St. Louis, Missouri. 
Requests for room reservations should 
be sent to the Rev. Neil P. McManus, 
S.J., Dean of Men, 3673 West Pine 
Boulevard, St. Louis. Until April 1, 
rooms in Clemens Hall will be re- 
served for those staying for the entire 
six weeks. After April 1, rooms not 
yet taken may be reserved by those 
staying for shorter programs. 

A bulletin giving more details of 
the courses to be offered is being pre- 
pared and will be mailed to all 
hospitals. 


Accreditation Activities 

The Committee to form a Single 
Accrediting Agency in Nursing, or- 
ganized some years ago by the Na- 
tional Nursing Council, met in New 
York on Wednesday, February 11. 
Sister M. Geraldine, $.S.M., of St. 
Louis University School of Nursing 
and Sister Agnes Miriam, S.C.N., 
of the Georgetown University School 
of Nursing will attend. 
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Medico - Moral Problems 


Gerald Kelly, S.J. 





Narcotherapy in Catholic Hospitals 


Question: What is the official 
attitude of the Catholic Church 
on the examination by a psy- 
chiatrist of a patient to whom 
sodium pentothal has been 
given? In particular, may such 
treatment be allowed in Catholic 
hospitals? 


Answer 

The use of sodium pentothal for 
the cure of mental illness is graphi- 
cally described by Doctors Grinker 
and Spiegel in their book Men Under 
Stress. A typical example of the 
treatment, as recommended and prac- 
ticed by these doctors, would be 
somewhat as follows: 

Suppose the psychiatrist’s patient 
is suffering from some neurotic ill- 
ness. By means of interviews the psy- 
chiatrist first establishes a relation- 
ship of confidence with his patient 
and learns all that he can about the 
repressed emotional situation or situa- 
tions that brought on the neurotic 
condition. When the psychiatrist real- 
izes that further recall would require 
too much time or that it is too diffi- 
cult, or perhaps impossible, he resorts 
to the pentothal treatment. Pentothal 
is given intravenously, and the pa- 
tient is told to count backwards from 
100. When the counting becomes con- 
fused the injection is discontinued. In 
this narcotic condition the patient 
usually talks freely about himself. 
Sometimes his talking will sponta- 
neously follow lines pertinent to his 
illness; sometimes he must be skill- 
fully directed by the psychiatrist. 
Very often the patient will literally 
relive an entire frightening experi- 
ence, verbally, emotionally, dramati- 
cally. Often, too, as the effects of the 
drug »egin to wear off, the patient 
begins unconsciously to gain an in- 
sight into his troubles and to make 
appropriate readjustments. After 
that, the psychiatrist’s task is simply 
to aid the patient to a completion of 
the insight and readjustment. 
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The use of some artificial means to 
get patients to talk freely is not some- 
thing new in psychiatry. Hypnotism 
was long used for this purpose; and, 
at least in the last decade or two, 
sodium amytal has been commonly 
used. The advantage that Doctors 
Grinker and Spiegel appear to have 
noted in the use of sodium pentothal 
is that it not only enables the physi- 
cian to diagnose the patient’s illness, 
but also helps the patient to self- 
understanding and _ readjustment. 
Thus, they use the term marcosyn- 
thesis instead of narcoanalysis. Both 
these treatments would be included 
under the general term narcotherapy, 
which we might define here as the use 
of narcosis for the diagnosis and cure 
of mental illness. In answering the 
questions proposed, we need not con- 
fine ourselves to the specific problem 
of using pentothal; we can consider 
the entire subject of narcotherapy. 

There is no “official” position of 
the Church in the sense of an author- 
itative pronouncement on narcother- 
apy. And I doubt if there ever will 
be such a pronouncement. In all like- 
lihood, the Church will simply allow 
the Catholic moralists to solve the 
problems as they are presented and 
will not officially intervene except for 
some very special reason. 

Though not exactly new in psy- 
chiatry, narcotherapy seems to be too 
recent for treatment in moral theol- 
ogy manuals and medical ethics 
books. The only printed discussion of 
the morality of narcotherapy I have 
seen is by Father Francis J. Connell, 
C.SS.R., in The American Ecclesias- 
tical Review, CXIII (December, 
1945), pp. 448-49. (Father Connell 
also mentions the subject briefly in 





Note: Medico-Moral Problems 
may be submitted to the Editors 
of Hospital Progress, 1438 South 
Grand Boulevard, St. Louis 4, Mo. 





Morals in Politics and the Profes- 
sions, p. 127). 

Father Connell thinks that the 
morality of narcotherapy should be 
judged according to principles anal- 
ogous to those applicable to hypno- 
tism; and he stresses two conditions: 
the consent of the patient or his 
guardians, and the strict observance 
of professional secrecy. I believe that 
all theologians would agree with this 
estimate, and I am including Father 
Connell’s points in my answer. How- 
ever, since the questions proposed 
here concern not only the morality 
of narcotherapy, but also its use in 
Catholic hospitals, I am calling atten- 
tion to certain factors not mentioned 
by Father Connell. A complete state- 
ment of the conditions justifying the 
use of narcotherapy in Catholic hos- 
pitals would include the following 
points: 


1) /f the patient has the use of 
reason, the treatment should not ordi- 
narily be used without his explicit 
consent. 


We must remember that in the 
ordinary psychiatric interviews, the 
patient is always free to refuse to an- 
swer a question. He may be unrea- 
sonable in thus refusing to co-operate 
in his cure, but this refusal is his 
natural right. Under narcosis he 
loses this freedom; hence the induc- 
tion of such a state without his con- 
sent is ordinarily an invasion of his 
rights. 

I have stressed the word ‘“‘ordinar- 
ily” here, because I think there may 
be occasions when the psychiatrist 
may legitimately presume the pa- 
tient’s consent to the treatment: for 
instance, when the psychiatrist knows 
that the patient really wishes to do 
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everything necessary to get well but 
would nevertheless shrink from narco- 
therapy because of some exaggerated 
and unfounded fear. 

If the patient has not the use of 
reason, the consent of his natural 
guardian or guardians should be ob- 
tained before the treatment is used. 
Ordinarily this consent should also be 
explicit; but I believe that such con- 
sent might be legitimately presumed 
under the same circumstances that 
would justify the treatment without 
the explicit consent of a rational pa- 
tient. Furthermore, from a merely 
moral point of view, a guardian’s ex- 
plicit refusal might even be ignored 
if it were manifestly unreasonable 
and therefore detrimental to the 
health of the patient. 


2) There should be no unjustifi- 
able risk of harm for the patient. 


This condition hardly needs expla- 
nation, as it is always necessary for 
the licit use of drugs or surgery. I 
include it here merely for the sake of 
completeness. 


3) The psychiatrist must take the 
necessary means of protecting him- 
self, and particularly the hospital, 
from harmful effects. 


I am referring to the danger of un- 
savory lawsuits and of derogatory 
gossip. For instance, in certain cases 
of presumed consent of patient or 
guardian, or in cases of extraordinary 
risk of harmful effects to the patient, 
there might be serious legal compli- 
cations. And if the patient is a 
woman, certain precautions may be 
called for to prevent harmful gossip. 
The hospital has a right to know of 
such risks and to refuse to become in- 
volved in them. 


4) Professional secrecy must be 
rigidly observed concerning the infor- 
mation gleaned in the course of the 
treatment. 


Here again we list a condition 
which pertains to all medical prac- 
tice; nevertheless the point deserves 
special emphasis for several reasons. 
In the first place, the patient under 
narcosis is unable to direct the course 
of his speech; hence his revelations 
are even more inviolable than those 
made in a wakeful state. Further- 


more, we live in an age of “case 
histories,’ and this is particularly 
true of social work and psychiatric 
practice. Perhaps I am too metic- 


ulous, but I certainly get the impres- 


sion that many of these case histories 
are veiled so thinly that anyone who 
really wanted to do so could easily 
identify the subject. If that impres- 
sion is correct, I can see no justifca- 
tion for the recounting or publishing 
of the histories without the consent 
of the patient. 

Finally —a third reason for stres- 
sing the need of professional secrecy 
— we live in a “clinic” age. Patients 
are examined before large groups of 
specialists, students, and so forth. 
Perhaps this is necessary for the ad- 
vancement of science; yet one won- 
ders at times if the poor are not 
unduly humiliated in the process. 
With regard to narcotherapy, the ex- 
amination of a patient before a group 
means the revelation of the patient’s 
secrets (sometimes very embarrassing 
secrets) to the entire group. An ex- 
amination of this kind should never 
be forced on the patient; and, if 
such an examination is judged useful 
and permissible, all who are present 
should keep in mind that they are 
bound by the professional secret. 





Generally speaking, if the four 
conditions [ have just explained are 
observed, narcotherapy may be con- 
sidered as morally unobjectionable, 
and the treatment may be allowed in 
Catholic hospitals. Before concluding 
the subject, however, I should like 
to mention two other factors that are 
sometimes brought up for discussion. 

For instance, I have been asked 
if there is any danger that a patient 
under narcosis might re-enact some 
sexual sin that he had committed. I 
can give no definite answer to the 
question; but several psychiatrists 
have told me that, in their opinion, 
this will not happen. 

The second factor is indicated by 
these words of Father Connell: “The 
patient may submit to the treatment 
at the hand of a competent and con- 
scientious physician who believes that 
it will probably be helpful.” I have 
italicized the word “conscientious.” 
Readers who are familiar with Cath- 
olic moral treatises on hypnotism will 


probably recall that these usually 
specify that the hypnotist also be 
conscientious. The same idea would 
very likely’be included in any Cath- 
dlic statement of the morality of 
psychotherapy. 

Why this insistent demand that the 
psychiatrist be conscientious? As I 
understand it, there is no intention 
here of discriminating against the 
psychiatrist. As a matter of fact, it © 
is dangerous to consult other phy- 
sicians, especially obstetricians, who 
are not conscientious. Nevertheless, 
there seems to be a special need of 
such emphasis with regard to psy- 
chiatrists, because not infrequently 
psychiatric help must include the in- 
fluencing of the patient’s conscience: 
for example, in cases of scrupulosity. 
Where such influence is called for, 
the psychiatrist can hardly avoid 
applying his own standards of moral- 
ity to the case — at least, so it seems 
to me. 

Psychiatrists will say that they do 
not try to influence the conscience of 
the patient — that they merely try 
to aid him to understand his own 
problems and to solve them accord- 
ing to his own conscience. I am 
willing to concede that this is gen- 
erally true; but it does not apply to 
all psychiatrists, and it can hardly 
apply to the treatment of all patients. 

The presumption is that all phy- 
sicians who belong to the staffs of 
our Catholic hospitals are sufficiently 
conscientious; and this presumption 
includes the psychiatrists. Hospitals 
may act on this presumption unless 
there is a positive reason for suspect- 
ing some morally harmful practice. 
And I might add that much of the 
suspicion and difficulty that is apt 
to arise with regard to various medi- 
cal practices can be avoided by 
fostering sympathetic contacts be- 
tween priests and physicians. In my 
own experience with physicians of 
various special fields, including psy- 
chiatry, I have found that even those 
who have no personal religious con- 
victions are quite willing to respect 
the conscience and religious tenets 
of their patients and that they wel- 
come the friendly advice and co- 
operation of priests in treating Cath- 
olic patients. Perhaps this experience 
is not typical; but there is no sound 
reason why it should not be. 
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THE WASHINGTON SCENE 
Reviewed by George E. Reed, A.B., LL.M. 





The Hospital and Labor Relations 


SECTION 2 (2) of the Labor 
Management Relations Act of 1947 
(Taft-Hartley Act) contains a very 
significant and far-reaching but little 
noted provision. It reads as follows: 


“The term ‘employer’ includes 
any person acting as an agent of 
an employer, directly or indirectly, 
but shall not include the United 
States or any wholly owned ‘Gov- 
ernment corporation, or any Fed- 
eral Reserve Bank, or any State 
or political sub-division thereof, or 
any corporation or association 
operating a hospital, if no part of 
the net earnings inure to the 
benefit of any private shareholder 
or individual.” (Italics ours) 


The above provision, insofar as it 
relates to non-proft hospitals, was not 
included in the National Labor Re- 
lations Act. The Taft-Hartley legisla- 
tion is amendatory of the N.L.R.A. 
and hence the latter Act must be read 
in the light of the new provision with 
regard to non-profit hospitals. 

At first glance, the exemption of 
non-profit hospitals might seem to be 
a rather academic piece of legislation 
on the theory that hospitals are not 
engaged in interstate commerce and, 
therefore, not subject to the N.L.R.A. 
Actually, however, the United States 
Court of Appeals, District of Colum- 
bia, had held, in the case of NV.L.R.B. 
v. Central Dispensary Hospital 145 
Fed. 2d 852, that the activities of 
the defendant hospital constituted 
“trade” and “commerce” within the 
meaning of the terms as used in the 
National Labor Relations Act, despite 
the fact that the activities were 
“carried on by a charitable hospital.” 
This case, which was decided in 1944, 
was appealed to the Supreme Court 
of the United States, but the Court 
declined to hear it, thus adding to the 
authority of the decision. This deci- 
sion placed hospitals in the same 
position as any industrial employer. 
So the Court stated “We cannot 
understand what considerations of 
public policy deprive hospital em- 
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ployees of the privileges granted to 
employees of other institutions.” 

Fortunately, the Congress did not 
adhere to this short-sighted concept 
of public policy. Its action in exempt- 
ing hospitals will, no doubt, afford 
a legislative precedent for the various 
State Labor Relations Acts. More- 
over, it will strengthen that line of 
judicial authority which holds that 
hospitals are exempt from State 
Labor Relations and Anti-Injunction 
Acts even though not expressly ex- 
empted in the pertinent legislation. In 
order to appreciate fully the signifi- 
cance of this effect, we shall briefly 
review several of the key cases on 
this subject. 

One of the first cases in modern 
labor law involving a hospital in labor 
litigation is that of Jewish Hospital of 
Brooklyn v. Doe 300 N.Y.S. 1111. 
In that case, a strike was called and 
“disorderly mass picketing” ensued. 
Possession was taken of the kitchen 
and laundry facilities of the hospital. 
An injunction was sought by the hos- 
pital but it was argued that the con- 
troversy involved a labor dispute 
within the meaning of the New York 
Labor Relations Act, and, conse- 
quently, the state Anti-Injunction 
Act, modeled after the Norris-La 
Guardia Act would prevent the issu- 
ance of an injunction. Hospitals were 
not specifically exempted from cover- 
age under the Labor Relations Act. 
The court held, however, that the Act 
was never intended to cover hospitals 
for “plaintiff in caring for the indi- 
gent sick is discharging, at least in 
part, a function which ordinarily de- 
volves upon government. The city 
sends to it “free patients” for whose 
treatment it is only partly reimbursed 
by the city. To the extent that it 
renders such service, plaintiff is in 
fact, if not in name, a government 
agency performing a governmental 
function.” The court thereupon 
granted an injunction. 

One of the most serious and pro- 
longed strikes was that of Western 


Pennsylvania Hospital following a 
ruling by a lower court that the 
hospital was not subject to the Penn- 
svlvania Labor Relations Act and, 
consequently, issuing an injunction 
despite the Anti-Injunction Act of 
the State. The case was taken to the 
Pennsylvania Supreme Court which, 
in affirming the ruling, observed that 
“It has not been the custon in the 
past to unionize hospitals. The- effect 
of unionization and attendant efforts 
to enforce demands would involve 
results far more sweeping and drastic 
than mere property rights ... It is a 
question of protecting the health, 
safety, and, in many cases, the very 
lives of those persons who need the 
service a hospital is organized to 
render. The results are quite different 
and more extensive than are involved 
in an ordinary labor dispute. We can- 
not conceive that the legislation in- 
tended to include hospitals within 
the purview of the Act.” 

Not all of the State courts applied 
this broad construction so as to 
protect hospitals and their patients. 
The Minnesota and Wisconsin Su- 
preme Courts have ruled that charit- 
able hospitals and their non-profes- 
sional employees are subject to the 
respective labor relations Acts of 
those States. Both State courts noted 
that hospitals and their employees 
fell within the commonly accepted 
meaning of the term “employer” and 
“employee.” It is too early to say 
whether the attitude of these States 
will be affected by the exclusion of 
hospitals from the Labor Manage- 
ment Act of 1947, though it is not 
unreasonable to assume that this may 
be an important factor in the event 
of future litigation in these States. 

The latest case on the subject is 
that of Beth-El Hospital v. Robbins 
decided in the Supreme Court of New 
York on January 18, 1946 (60 N.Y. 
Supp. 2d 793). The facts in this case 
disclose that the hospital refused to 
recognize a union as an exclusive 
bargaining agent. Work stoppage and 
demonstrations ensued with the re- 
sult that the hospital had to limit 
admissions to emergency cases only. 
An injunction was sought. The New 
York Labor Relations Act as amended 
exempted the employees of the State 
or of charitable institutions from the 
obligation of bargaining collectively 
with their employers. It will be ob- 
served at this point that the New 
York statute and the Labor Manage- 
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ment Act of 1947 are analogous ex- 
cept that the New York Act applies 
to all charitable ifistitutions. 

In this instance, one of the avowed 
purposes of the strike was to force 
the hospital to bargain collectively. 
The court, therefore, held “the strike 
having an unlawful purpose may be 
and will be restrained.” The following 
rationale of the decision is particu- 
larly interesting. “Some fields of en- 
deavor so directly involve the public 
safety that individuals engaged 


therein are not possessed of a right 
to strike as a means of increasing 
their wages or of improving their 
working conditions. The policeman, 
the fireman, the soldier does not pos- 
sess that right. The physicians in the 
wards or operating rooms of the 
plaintiff hospital do not possess it, 
and those in more humble positions 
in the laboratory and diet kitchens, 
the engine room, or the power plant 
once they have assumed the perform- 
ance of duties just as essential to 


the care and healing of the sick as 
those of the physician himself, must 
understand that they have, in assum- 
ing that obligation, surrendered rights 
possessed by those seeking employ- 
ment in enterprises operated for 
profit, not so directly involving the 
public interest. Recognition of this 
condition is evidenced . . . by exempt- 
ing employees of States and of charit- 
able associations or corporations from 
the provisions of Labor Law.” 





Directed by Bakewell Morrison, S.J. 





But We Don’t Need More Religion 


Suppose that a student nurse 
headed a small delegation to the 
Superintendent of Nurses: “Sister, 
we feel that we need to know more 
about our religion!” 

Suppose the Sister replied: “But 
you have your instructions regularly 
at Sunday Mass, and you have your 
Sodality, and you have Catholic lit- 
erature available, and you have the 
twelve years you attended Catholic 
schools behind you, and you have the 
fine atmosphere that sunnily kept the 
Faith fresh and ardent in your home. 
And you have about you all the 
spiritual aids of a Catholic hospital.” 

Suppose, finally, that the delegate 
broke in: “But Sister, so many of us 
never went to a Catholic school, or, 
at least, not for long. And some of 
us are children of mixed marriage 
and religion was little insisted on at 
home. And some of us don’t go to 
Sodality. And there are a good many 
of the students who aren’t Catholic 
at all. And, anyway, look —I was 
reading an old number of The Nation 
the other day, and there was an 
article there: “The Catholic Church 
in Medicine.” I just don’t know what 
to make of it, with Bishops forcing 
ideas on priests and priests demand- 
ing that we listen to them... I 
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thought medicine and surgery were 
services. Are they religion, too?” 

If we wanted to enter the land of 
fantasy, we might imagine the Super- 
intendent raising her eyebrows and 
saying to herself: “What’s coming 
over these young ones? That sounds 
mighty anticlerical to me!” 

But that is not the answer to the 
befuddlement that such an article 
evidently produced in that young stu- 
dent’s mind. What else could one 
expect the young one would be able 
to do when she comes to grips with 
the half-truths, the innuendoes, the 
distortions, and the grains of truth 
that are “wised” in such an article? 
What training has the student had so 
that she can recall clearly and with 
intellectual accuracy just what the 
authority of the Church is and just 
how it does find itself called upon 
to render decisions in the field of 
medical problems? 

There is a difference between the 
practical nurse and the professional 
R. N. The latter has been trained 
scientifically with a definite and 
wisely selected curriculum. That cur- 
riculum was aimed at making the 
student into a professionally com- 
petent nurse. She is to be able for 
emergencies, ready for scientific effi- 


ciency and schooled in the field of 
human relations and herself estab- 
lished solidly in character by the 
training she has known how to as- 
similate. The practical nurse may be 
personally endowed with a better 
heart, a defter hand, more and deeper 
insight, the readier way with the sick. 
But somehow in this day of special- 
ization, she just does not have the 
standard of performance and the re- 
liability for anything which her pro- 
fessionally trained sister does have. 

Now we think we can say with 
good reason that in the same manner 
and degree the well trained and 
soundly stocked mind always does 
have a definite advantage. Such a 
person has been disciplined and ori- 
ented and steeled in the tempering 
process of formal education in re- 
ligious truth. Her education has been 
geared to the growth of her mind 
and the progress of her knowledge 
and the nurse thus trained is the 
better for defense and for offense. 
The expert, the efficient, the educated 
take the palm and assume the leader- 
ship today with justified confidence. 
What will be said to justify omitting 
a solid and formal study of the depth 
and width and richness of the 
“secrets” which God has communi- 
cated through His revelation to the 
guardianship of the Catholic Church. 

Suppose it be granted that an older 
generation had need of more courage 
and more willingness to make sacri- 
fices for the Faith. Our ancestors 
were giants of high valor and endur- 
ing love. They fought the fight of 
the Faith with ardor and without 
flagging, no matter what the cost. 
But the weapons that the Faith needs 
today have been multiplied. High 
hearts need now in addition to cour- 
age and strong love, intellectual at- 
tainments, formal discipline, a studied 
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and even an analytic knowledge of 
the Faith, if their work for the great 
Captain, Christ, is to be as successful 
as was that of those of yesteryear. 

One who has been trained, then, 
in her religion, to a depth proportion- 
ate to that to which her scientific 
and positively professional training 
has penetrated, is the ideal that the 
Popes are crying for with a mighty 
and unceasing voice. We cannot leave 
this work to chance. We cannot leave 
it to the private initiative and un- 
selfishness of the individual. Extra- 
curricular activities for which the 
student-nurse may have the energy 
and devotion will not supply even 
the incentive which classwork in re- 
quired and well chosen courses is 
known to give for the undoubtedly 
taxing effort demanded by a system- 
atic and thorough study. 

Need we stress the fact that in 
this day of the lay apostolate, prep- 
aration is more and more insisted on 
—even as those who would go on 
the missions are previously formally 
trained for the particular field and 
intellectually as well as morally and 
spiritually forearmed against the par- 
ticular problems and trials they are 
to meet when in the field. We now 
have the science of Missiology. The 
wisdom of their elders and partic- 
ullarly the specific love of Mother 
Church ought to guide all who in the 
Name of Christ minister to the 
heavy-burdened, laboring members of 
Christ. And the distresses of men are 
not merely physical, not merely 
mental, not merely in the area of 
human hurts. There is a devouring 
hunger for the divine in the often 
empty minds of men. There is a 
positive craving for the Voice of the 
blessed Christ in the ears of many 
who have never yet distinctly recog- 
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St. Joseph’s Hospital, Vancouver, Wash. Students who received their caps on the occasion of the recent open house day, with 
Rev. Patrick O’Donnell and Rev. Regis H. Riter, S.C.S., speaker of the occasion. 
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nized the strong, confirming Voice 
of Christ in their lives. And for her- 
self and for the help of others, the 
formally trained nurse is more effec- 
tive in this area. 

It is simply undebatable that the 
nurse herself has to have the pliancy 
of the most resilient fiber and the 
toughness of the most specially 
tempered steel oftentimes to remain 
firm, true, unwavering, a real support 
for the whole person of her patient, 
a definite strength even to herself 
with the help of Christ. We must 
not forget the great dogmatic truth 
that man cannot save himself. He 
can be saved only in the way which 
Christ appointed, by using the means 
which Christ appointed, by becoming 
a member of the mystical “City of 
God,” which Christ founded and over 
which Christ still rules. 

Surely the following words of our 
Holy Father, Pius XII, are a fine 
summary of our position: “All who 
claim the Church as their Mother 
should seriously consider that not 
only the sacred ministers and those 
who have consecrated themselves to 
God in the religious life, but the 
other members as well of the mystical 
Body of Jesus Christ have the obliga- 
tion of working hard and constantly 
for the upbuilding and increase of 
this Body.” (Mystici Corporis, No. 
96, N. C. W. C. edition) 

Of course, to be honest, we must 
concede that two vexing problems 
seem to block action in this field for 
many schools. (We doubt that any- 
one really hesitates over the abstract 
problem whether teaching of religion 
ought to be given to nurses or 
whether that teaching should be of a 
high type to suit them and fit them 
for their exacting apostolate. ) 


But it is honestly asked: “How 


can we add more courses?” And again 
it is honestly asked: “How can we 
find teachers?” 

To the first we answer simply: “If 
so many of our nursing schools, fully 
accredited and firmly established, can 
do it, why can’t all do it?” 

To the second we think the answer 
will have to be found by the Schools 
themselves by wisely supplementing 
their teaching faculty. They must 
dare to set aside Sisters to prepare 
themselves for this kind of teaching. 
We know that Sisters can do it. We 
have seen them do it. 

And we are so confident that 
Sisters can do it that our next article 
will report on a course, worked out 
in great detail by a nursing Sister, 
for an essential area of the religious 
information and formation of the 
Nurse-in-training. 





PUBLIC HEALTH FELLOWSHIPS 


Fellowships leading to a Master's 
Degree in Public Health in the field of 
health education are being offered 
to any qualified United States citizen 
between the and 40. Funds 
are available through a grant from the 
National Foundation for Infantile 
Paralysis. 

Candidates must hold a 
degree from a recognized college or uni- 
versity at the time the application is 
filed, and must be able to meet the en- 
trance requirements of the accredited 
school of public health of their choice 
Proof of acceptance at such a school 
must be furnished before 
are submitted to the Fellowship Awards 
Committee for consideration 

Information and og 
may be obtained by writing the N 
Foundation for Infantile Paralysis, 
New York 5, N. Y. 
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Meeting the Problem 


For months doctors, hospital ad- 
ministrators, directors of nursing 
service, and schools of nursing have 
deplored the shortage of nurses. Con- 
ferences have been held and recom- 
mendations made. We are happy to 
note that something is being done to 
ease the situation, also. 

In at least two instances this year, 
collegiate schools of nursing have ar- 
ranged to include a three year pro- 
gram under the auspices of the 
affiliate hospital. This step is taken 
to provide education and training for 
girls who do not desire or are not 
prepared to begin a collegiate pro- 
gram. 

Another type of program which 
has developed from efforts to provide 
adequate nursing care is the prepara- 
tion of the attendant. At Holy Ghost 
Hospital, Cambridge, Massachusetts, 
Sister R. A. Rozon is in charge of a 
program to train girls in bedside nurs- 
ing and in the practical care of the 
patient, fitting them to become 
licensed attendants. The school is 
approved by the State and accord- 
ing to reports is getting along 
satisfactorily. 

Sister M. Domitilla at St. Mary’s 
Hospital, Rochester, Minnesota, is 
inaugurating a program of training 
with emphasis on domestic science 
and homemaking. St. Joseph’s Hos- 
pital School of Practical Nursing has 
been functioning for some time at 
Yonkers, New York. 

The Sisters of Charity of Cin- 
cinnati have organized at Colorado 
Springs, Colorado, a school for prac- 
tical nurses under the auspices of the 
Glockner Sanitarium and Hospital. 
St. Mary’s Hospital at Pueblo and 
Mt. San Rafael at Trinidad, Colo- 
rado, are joining with Glockner in 
this new undertaking. 

Our Central Office has just re- 
ceived an announcement from Mother 
Mary Francesca of the opening of 


a School for Practical Nurses at 
St. John’s Hospital, Leavenworth, 
Kansas. The Sisters of Charity of 
Leavenworth are sponsoring _ this 
school. Although it is located at St. 
John’s Hospital in Leavenworth, St. 
Francis Hospital in Topeka and 
Providence Hospital in Kansas City, 
Kansas, are participating in the pro- 
gram by offering their facilities for 
internship. 

The attractive bulletin announcing 
this interesting project explains that 
the entire program requires twelve 
months. The first nine months of 
theory and practice are given at St. 
John’s Hospital, Leavenworth; the 
last three months in practical experi- 
ence in one of the three hospitals. 

The first three months of the pro- 
gram are taken up with theory, in- 
cluding the following subjects: The 
Mass and the Mystical Body, Cath- 
olic Action, First Aid, Nutrition, and 
Nursing Arts. 

After the successful completion of 
the first three months, the clinical 
practice period of six months begins. 
The practice is in the care of medical 
patients, care of surgical patients, 
care of mothers, care of babies, care 
of children, and care of the aged. 
The three months internship in one 
of the hospitals then follows. 

When the nine months of theory 
and practice and three months of 
internship are completed, the student 
is given a certificate and the title 
Certified Practical Nurse. 

Religious motivation and the em- 


phasis on nursing as part of the Lay | 


Apostolate is a most commendable 
feature of this program. 

No doubt there are other hospitals 
and schools making similar attempts 
to meet the crisis in nursing service. 
The program described above may 
not be permanent; the schools men- 
tioned may not be the answer we 
need in our problems, but they ex- 


emplify a progressive and enterpris- 
ing state of mind which is willing 
to experiment. 

The traditional three year school 
has had the ideal of training young 
women to do bedside nursing. The 
nurses who were trained in this type 
of school were intelligent, capable, 
resourceful, and for the most part 
content and happy to do the actual 
work of nursing the sick. From their 
ranks came the women who advanced 
to collegiate degrees and prepared for 
administrative and teaching positions. 
The graduate of the three year school 
has been in the minds of the public 
and of the sick the professional nurse. 
She has been the one responsible for 
the bulk of the nursing service. 

There are social, economic, and 
educational factors today which may 
change the status of the registered 
nurse in the future. There are plans 
to delimit her duties and enhance her 
educational and professional prestige, 
and at the same time to shift some 
of her customary duties to other per- 
sons with less training and experience. 
These plans would reserve the college 
graduate nurse the term and title of 
professional nurse. Perhaps these 
plans will ultimately materialize. If 
they do the number of professional 
nurses will be more limited and we 
must turn to others to carry the great 
load of bedside nursing. 

We believe that for many years 
the good three year school will con- 
tinue to supply most of the registered 
professional nurses. If and when these 
schools are no longer permitted to 
do this, we should be ready to use 
them for the training of a nurse with 
another title perhaps, but with the 
same ideals. Perhaps a shorter cur- 
riculum will be used, but the objec- 
tive will continue to be the training 
of a capable young woman who has 
a love for the sick and who will 
carry on the work of bedside nursing, 
because she loves to nurse and be- 
cause nursing to her is a vocation 
rather than a career. 

People are sick; our hospitals are 
crowded; we must take care of the 
patients who come to our hospitals. 
If one pattern of nursing isn’t enough 
or isn’t meeting the need, we should 
be willing to look for and to try 
others. The charity of Christ is our 
motive in providing nursing care, but 
the charity of Christ is not limited 
by any particular pattern. 
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St Louis Conference in Session 


A FEW days after this issue of 
HosPITAL PROGRESS goes to press, 
more than 100 Sisters will have as- 
sembled in St. Louis to discuss the 
current and critical problems in nurs- 
ing education. The Sisters, meeting 
at the Hotel Sheraton-Coronado on 
February 27, 28, and 29, represented 
ali geographical areas of the country, 
as well as the various existing types 
of nursing education programs. In- 
vitations were extended to the mem- 
bers of the Council on Nursing Edu- 
cation; the Sister Examiners; the 
Sister Counsellors; and to all Sisters 
who are members of a State Board of 
Nurse Examiners. A limited number 
of other Sisters, experienced in nurs- 
ing education, also attended. 

Those responsible for the meeting 
realized that there are many other 
Sister nurse educators who could have 
contributed notably to the meeting. 
It was believed, however, that in the 
limited time available, more of the 
vital problems would be thoroughly 
examined if the number was limited. 

The Conference opened at 10:00 
a.m. on Friday, February 27, with 
the “Address of Welcome” by Sister 
M. Henrietta, $.S.M., Associate Pro- 
fessor of Nursing Education, Saint 
Louis University, and general chair- 
man of the conference. Papers 
presented at this session included: 
“The Crisis in Nursing Service,” by 
Sister Mary Ruth, S.S.J., Adminis- 
trator, Wheeling Hospital; Wheeling, 
W. Va.; “The Crisis in Nurse Re- 
cruitment,” by Sister Ricardo, Direc- 
tor, School of Nursing, Mercy Hos- 
pital, Buffalo, N. Y.; and “The Crisis 
in Nursing Education,’ by Sister 
Agnes Miriam, S.C.N., Director, 
School of Nursing, Georgetown Uni- 
versity, Washington, D. C. 

Presiding at this opening session 
was Sister Mary, f.c.s.p., Director 
Schools of Nursing, Sisters of Charity 
of Providence, Seattle, Wash. Sec- 
retaries were Mother M. Maura, 
Sacred Heart Convent; Cedar Rapids, 
Iowa, and Sister M. Desideria,O.S.B., 
Sacred Heart School of Nursing, 
Yankton, S. Dak. 

Sister M. Olivia, O.S.B., Dean, 
School of Nursing Education, Cath- 
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olic University of America, Washing- 
ton, D. C., presided at the afternoon 
session on Friday, February 27. Sister 
M. Ancina, O.S.F., Department of 
Nursing Education, College of St. 
Theresa, Winona, Minn.; and Brother 
Leo, Alexian Brothers School of Nurs- 
ing, Chicago, IIl., served as secreta- 
ries. Rev. Paul Reinert, S.J., Dean, 
College of Arts and Sciences, St. Louis 
University, St. Louis, Mo., spoke on 
“Trends in Professional Education,” 
with particular reference to trends in 
accreditation. “The Pattern for the 
Development of the Nursing Pro- 
fession” was the subject of a paper 
delivered by Sister Louis, O.S-F., 
Director, School of Nursing, St. 
Anthony’s Hospital, Denver, Colo. 
Mary E. Switzer, Administrative As- 
sistant, Federal Security Administra- 
tion, Washington, D. C., discussed 
“Nursing and Community Health.” 

On Saturday, February 28, the pre- 
siding officer for the morning session 
was Sister M. Xavier, R.S.M., Mercy 
Central School of Nursing, Grand 
Rapids, Mich., with Sister M. Alma, 
O.S.F., Director, School of Nursing, 
St. Elizabeth’s Hospital, Boston, 
Mass., and Sister M. Isidore, R.S.M., 
St. John’s Hospital, St. Louis, Mo., 
serving as secretaries. Two papers 
presented at this session: “The Fu- 
ture of the Three-Year School of 
Nursing” by Miss Cecelia Knox, 
R.N., Nurse Consultant, United 
States Public Health Service, Wash- 
ington, D. C., and “The Future Pro- 
gram of Nursing Education,’ by 
Miss Lulu K. Wolf, R.N., B.S., Pro- 
fessor of Nursing, Vanderbilt Univer- 
sity, Nashville, Tenn., outlined these 
subjects very well. Ample time was 
provided for discussion following 
these speakers. Discussions were led 
by Sister Rose Paul, S.C.L., Di- 
rector, Department of Nursing, St. 
Mary’s College, Leavenworth, Kans.; 
Sister M. Kevin, R.S.M., Director, 
St. Catherine’s Unit, Creighton Uni- 
versity School of Nursing, Omaha, 
Neb.; and Sister M. Berno, O.S.B.., 
St. Cloud School of Nursing, St. 
Cloud, Minn. 

Sister Mary Augusta, O.S.F., Dean, 
College of Nursing Education, Mar- 


quette University, Milwaukee, Wis., 
presided at the afternoon session 
on Saturday, February 28. This meet- 
ing took the form of a Round 
Table Discussion under the leader- 
ship of the following discussion 
leaders: Sister Mary  Pancratia, 
O.S.F., Associate Director of Nursing, 
St. Anthony’s School of Nursing, 
Oklahoma City, Okla., Sister M. 
Carlotta, Mercy Hospital School of 
Nursing, Pittsburgh, Pa.; Sister Mary 
Virginia, De Paul Hospital School of 
Nursing, St. Louis, Mo.; and Sister 
Edward Mary, S.C., Administrator, 
St. Joseph's Hospital, Yonkers, N. Y. 

The Round Table Discussion was 
continued at the morning session on 
Sunday, February 29. Discussion 
leaders at this session were: Sister 
Mary Immaculata, St. Joseph’s 
Mercy Hospital, Dubuque, Iowa; 
Sister Mary Dolores, C.S.J., Holy 
Name Hospital School of Nursing, 
Teaneck, N. J.; Sister Mary Agnes, 
O.S.F., Director, St. Joseph College 
of Nursing, San Francisco, Calif.; 
and Sister M. Hilary, C.S.C., Ad- 
ministrator, Holy Cross Hospital, 
Salt Lake City, Utah. 

On Sunday afternoon, the Round 
Table Discussions were concluded 
between 1:30 and 3:30 p.m. Discus- 
sion leaders at this time included: 
Sister Helen Jarrell, R.H., Director, 
School of Nursing, St. Bernard’s 
Hospital, Chicago, Ill.; Sister Eu- 
phrasia, O.S.F., St. Mary’s Hospital, 
Philadelphia, Pa.; Sister Mary Gra- 
tiana, S.S.M., Director of Nurses, 
St. John’s Hospital, Tulsa, Okla.; 
and Sister Mary Stella, R.S.M., St. 
Bernard’s Hospital, Council Blufis, 
Iowa. Sister Mary LeGras, 5.C., Di- 
rector, School of Nursing, St. Vin- 
cent’s Hospital, New York, N. Y., 
presided. 

The closing business session was 
held at 3:30 p.m. February 29 
with Sister Agnes Miriam, S.C.N., 
presiding. Questions discussed dur- 
ing the “Round Table” were voted 
upon during this last meeting. The 
recommendations made by those at- 
tending this Conference will be pre- 
sented to all Directors of Catholic 
Schools of Nursing and to their 
Superiors at a general meeting to be 
held in Cleveland on Sunday June 6. 
A preliminary report of the recom- 
mendations made at the meeting held 
in St. Louis will be presented in the 
April issue of Hosprrat Procress. 





Seeing 2 Selieuing 
The VALUE of NON-SLIP FLOOR POLISH 
Walter G. Legge* 


More and more nowadays, you 
see the term “Non-Slip” almost wher- 
ever you look. Pick up the latest 
safety publication, and, of course, it 
is liberally sprinkled throughout. But, 
you'll find it in other, less-to-be- 
expected places too — in the weekly 
magazines, in the industrial papers, 
and you hear it on the radio. 

Yes, the country has become “slip” 
conscious, and with good cause. The 
cost of slippery floors runs high. The 
National Safety Council recently re- 
ported that 76 Americans are fatally 
injured every day as the result of 
slips and tumbles. Of these, a dis- 
turbingly high number are caused by 
slipperiness underfoot. The National 
Safety Council pamphlets have valu- 
able information, and Insurance com- 
panies are always boosting safety 
underfoot for the benefit of all. 


Practical and Proved Materials 

This challenge has been answered 
by the increasingly large production 
of “non-slip” and “anti-slip” floor 
dressing materials on the market. 
They are of many kinds — waxes, 
resin polishes, plastic polishes, etc. — 
and of varied effectiveness. For the 
purposes of this article, however, we 
shall confine ourselves to those prep- 
arations which are practical for com- 
mercial use, and proved by use and 
test over a long period. There are 
those that are worthless; conse- 
quently, costly. 

This is no small limitation. The 
commercial field is vast and includes 
many different types of flooring; 
from the small office to the yawning 
corridors of the huge office building, 
from the small dispensary to the 
giant modern medical center, from 
the corner soda fountain to the 
bustling cafeteria or restaurant. So, 
to be practical for commercial use, 
a Non-Slip floor polish must be effec- 
tive under a wide variety of traffic 
and usage conditions.” 

At this point you may ask, “Just 
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what makes a floor polish Non-Slip?” 
A detailed answer to that question 
would be difficult; it takes an expert 
on the job to effect efficiency because 
of various conditions. But, in general, 
gums or resins are included in the 
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Non-Slip polish to “hug” the sole of 
the shoe just enough to prevent slip- 
ping. The degree to which this “hug- 
ging’ takes place determines the 
anti-slip quality of the dressing. And, 
it should be constant; unless it is, 
it’s worthless. 


Methods of Testing, 

Organizations which are vitally 
concerned with floor safety, such as 
the National Safety Council, Under- 
writer’s Laboratories, National Bu- 
reau of Standards, and Insurance 
companies, have developed ingenious 
machines to measure this anti-slip 
quality. Nearly all operate on the 
same basic principle —an artificial 
shoe is brought down in an arc upon 
the polish to be tested in the same 
way that a person brings his foot 
down in walking. The degree of 
“hug” which the polish exerts before 
the shoe shoots upward again, is 
translated into a coefficient of fric- 
tion. The higher the coefficient of 
friction, the safer the polish. 

Tests by this method have estab- 


lished that a certain type of linoleum, 
for example, without any polish, has 
an average coefficient of friction of 
.62. Before the advent of the Non- 
Slip floor polishes, the polishing of 
this linoleum would have lowered the 
coefficient of friction considerably, 
and effected a slippery condition, 
hazardous to walkers, resulting in 
accidents and higher insurance rates. 
But with an effective Non-Slip polish, 
the reading for the polished linoleum 
would be at least .62, if not higher. 
Of course, if you can raise the co- 
efficient of friction, the Non-Slip 
polish has made your floor even safer, 
and still given you the advantage of 
glossy appearance. 


Durability of Polish 

There is another factor to consider 
in determining anti-slip qualities. 
Even if the coefficient of friction of 
the polish is as high or higher than 
the unpolished floor, how long can 
you expect it to stay that way? If 
you place no time limit in your 
answer to this question, then you 
have discovered the best type of Non- 
Slip Floor polish. For the proper 
Non-Slip polish will not only give 
you a high coefficient of friction when 
it is applied, but will maintain that 
rate regardless of traffic or wear. 

Now, let’s assume that you have 
found a really good Non-Slip polish 
... one that gives you a continuously 
high “hug” quality. You’re probably 
anxious to know just what you can 
expect from it. Here are the actual 
figures of what happened when vari- 
ous organizations switched to Non- 
Slip floor polishes. 


Reducing Accidents 

In a large hospital, 283 employees 
were injured by falls on slippery 
floors over a 40-month period. There 
is no report on the number of pa- 
tients who fell. The hospital started 
using Non-Slip polishes. In the period 
since that time, there have been only 
two or three falls reported, and all 
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of those were traced to carelessness 
or horseplay. 

The 1940 report of the superin- 
tendent of another hospital indicated 
that falls on slippery floors made up 
55 per cent of the institution’s total 
accident toll. Non-Slip polishes were 
instituted at that time, and enabled 
the same superintendent to report, 
in 1943, a 95 per cent reduction in 
slippery floor accidents; also, reduc- 
tions in insurance rates and cost of 
maintenance. 

Before using Non-Slip polishes, a 
large office building had an average 
of 22 falls a year. In three years after 
they introduced them, there was not 
a single slip. So, at reducing the 
number of slips on floors, which is 
their primary purpose, Non-Slip pol- 
ishes have often proved themselves 
extremely effective. But what of the 
other factors in which every com- 
mercial user is interested. 


Producing a Gloss 
If you were satisfied with the ap- 
pearance of your floors in the first 
place, you probably would not have 
considered polish of any type. So, to 
deliver full satisfaction, Non-Slip 


polishes must also give you a good 


gloss. You probably will not find 
Non-Slip polishes that will give you 
a good shine without buffing, al- 
though the dull sheen they give may 
satisfy some. However, with buffing, 
they do shine. And if they’re really 
effective, buffing will not destroy their 
anti-slip qualities. 

Here ‘is what the hospital superin- 
tendent I mentioned before had to 
say about the appearance of his floors 
with Non-Slip polishes: “We find ex- 
cellent floor appearance, effective 
floor preservation, and the elimina- 
tion of undue water spotting and 
marring on all floor surfaces.” If you 
can say that about your Non-Slip 
polish, you’ve made a good choice. 


Comparative Costs 

Another important factor you un- 
doubtedly will consider is cost. One 
institution went to the trouble of 
analyzing its floor maintenance costs 
when it started using Non-Slip pol- 
ishes, and compared them to cost of 
ordinary waxes. After computing the 
costs of the materials used, and of 
the labor force required to apply and 
maintain them, they found this: com- 
pared with a cost of 24 cents per 
square foot, they were able, with 
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Non-Slip polishes, to maintain the 
same floors at only 16 cents per 
square foot —a 32 per cent saving. 

Another user of Non-Slip polishes 
found that he used 25 per cent less 
materials and 50 per cent less main- 
tenance man hours with the brand 
he chose. 

Of course, these are the experiences 
.f individual concerns with individual 
products. They are not necessarily 
true of all Non-Slip polishes for all 
users. 

Key to Effective Use 

You probably are wondering, then, 
what common yardstick you can 
apply to determine which is the best 
Non-Slip floor polish for you. And 
the answer unfortunately is, ““None.” 
For just as there are as many pre- 
scriptions as there are doctors to 
write them, there is a different 
formula for each floor safety prob- 
lem. The type of flooring, its age and 
condition, usage and traffic, the per- 
sonnel and equipment available to 


maintain it — all are variables which 
must be weighed carefully before any 
Non-Slip polish cah be recommended 
intelligently The administrator of any 
hospital should thoroughly investi- 
gate its importance and economic 
value with an expert who knows how. 

That is probably the key to effec- 
tive use of Non-Slip polishes. If the 
proper materials are used in the 
proper manner on the proper type of 
flooring, satisfactory results should be 
obtained. Past performance proves it. 

But before sending in your order 
for Non-Slip polish, seek competent 
advice on your particular problems. 
It’s available to you from Non-Slip 
floor polish manufacturers. For Non- 
Slip polishes are not cure-alls. They 
are, for the most part, merely reliable 
products which can deliver in results 
only what is put into them in scien- 
tific application to your floor condi- 
tions. Correctly used, they are an 
effective tool for combating the slip 
hazard. 








Ohe Calendar 








March, 1948 
Texas Conference of Catholic Hospi- 
tal Association. 
March 3 and 4. St. 
Hospital, Dallas, Tex. 
National Catholic Educational 
ciation. 
March 31-April 2. 
cisco, Calif. 
April, 1948 
National Public Health Nursing Week. 
April 11-17. 
Montana Conference of Catholic Hos- 
pital Association. 
April 28-29. Missoula, Mont. 
California Conference of Catholic Hos- 
pital Association. 
Twentieth Annual Meeting. 
April 20. Los Angeles, Calif. 


May, 1948 
National Association of Practical Nurse 
Education. 
May 3-5. Wade 
Cleveland, Ohio. 
North Dakota Conference. of Catholic 
Hospitals. 
May 4. Grand Forks, N. Dak. 
National Council of Catholic Nurses. 
May 7-9. Hotel Somersett, Bos- 
ton, Mass. 
National Hospital Day. 
May 12. 
American Society of X-Ray Techni- 
cians. 


Paul’s 
Asso- 


San Fran- 


Park Manor, 


May 30-June 4. Rodisson Hotel 

Minneapolis, Minn. 
Biennial Convention (American Nurses 

Association, National League of 
Nurse Educators, Nursing Or- 
ganization of public health 
nurses. } 

May 31-—June 4. Chicago, Ill. 


June, 1948 
Catholic Hospital Association of United 
States and Canada. 
June 7-10. Municipal Auditorium, 
Cleveland, Ohio 
Conference of Bishops’ Representatives 
June 7-9. Statler Hotel, Cleve- 
land, Ohio. 
Conference of Hospital Chaplains 
June 8 and 9. Cleveland, Ohio 
American Medical Association. 
June 21-25. Chicago, II. 
National Catholic Building Convention 
and Exposition. 
June 30-July 3 
Chicago, Ill. 


Hotel, 


stevens 


August, 1948 


Hospital Phar 


American Society of 
macists. 


August 9-13. San Francisco, Calif 


September, 1948 
American Protestant Hospital Associa- 
tion 
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September 17-18. Hotel Dennis, 
Atlantic City, N. J. 
American College of Hospital Adminis- 
trators. 
September 19-20. Traymore Hotel, 
Atlantic City, N. J. 
American Hospital Association. 
September 20-23. Atlantic City, 
mM; 3. 
American Association of Nurse Anesthe- 
tists. 
September 20-23. Ritz-Carlton 
Hotel, Atlantic City, N. J. 


October, 1948 
National Conference of Catholic Chari- 
ties. 
October 8-12. Boston, Mass. 
American Dietetic Association. 
October 18-22. Hotel 
Boston, Mass. 
American College of Surgeons. 
October 18-22. Los Angeles, 
Calif. 
American Association of Medical Record 
Librarians. 
Oct. 18-22. Los Angeles, Calif. 


Statler, 





Hew 





Books 








THE PRACTICAL NURSE 

By Dorothy Deming, R.N., pp. 342, 
$3. The Commonwealth Fund, New 
York, N. Y., 1947. 

This book presents a comprehensive 
and objective analysis of textbooks, 
articles, reports, and surveys written on 
the subject of Practical Nursing. Each 
chapter, followed by a list of references, 
is a summary of publications illustrating 
the trend of thought relative to Prac- 
tical Nursing from the late 1890's to 
1946. The present complex situation of 
Practical Nursing had its inception in 
1870, with the introduction in America 
of the Florence Nightingale methods, 
resulting in two levels of nursing — the 
trained nurse and the untrained, or prac- 
tical nurse. 

A brief history of Practical Nursing 
and the role of the Practical Nurse in 
the care of the sick in the home, general 
and special (mental and tuberculosis) 
hospitals, homes for the chronically ill, 
aged and convalescent, indicates some 
of the reasons why the consumer public 
has continued to demand this type of 
nursing service. More recently, industry, 
public health, Federal institutions, 
clinics, offices, schools, and summer 
camps have offered opportunities to 
practical nurses. 

The chapters on Schools of Practical 
Nursing and The Curriculum give much 
helpful material for consideration by 
those who are interested in establishing 
such schools. 

The author points out, in her discus- 
sion of legal control that “state licensure 
is no guarantee of safe nursing or of 
good work—but at least such a law 
demands a minimum of preparation and 
attainment which is preferable to noth- 
ing. .. .” (PP.301-2). A plea is made 
to support legislation which is needed, 
now, by practical nurses, to secure 
recognition, protection, and title. 

The importance of adequate super- 
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vision of practical nursing service is 
stressed throughout the book, and in 
a particularly strong chapter. The author 
feels that “it is one of five essential 
steps in improving the nursing care of 
sick people; the other four steps being 
selection and training of candidates, 
licensure, placement, and the education 
of the public in the use of this type 
of nurse” (p. 268). 

The concluding chapter, Next Steps, 
outlines the problems of Practical Nurs- 
ing, offers some excellent recommenda- 
tions to “promote, develop, and establish 
standards to guard the public and the 
nurse” (p. 342); and places responsi- 
bility for leadership and guidance upon 
the nursing profession. 

This book seems most valuable, not 
as a text for students, but rather as 
a means of interpreting The Practical 
Nurse, her functions, potentialities, and 
needs to the profession and to the lay 
public. It is refreshing and encouraging 
to read an unbiased, frank evaluation of 
this controversial topic, by a member of 
the profession which has traditionally 
looked upon Practical Nursing as a 
threat to its progress and future security. 

Reviewed by Dora B. Ford, R.N., 
Asst. Director of Nursing, Missouri 
Pacific Hospital, St. Louis, Mo. 


EtHics WITH SPECIAL APPLICATION TO 
THE NURSING PROFESSION ‘ 
By Joseph B. McAllister, $.S., Ph.D. 

W. B. Saunders Company, Philadelphia, 

1947. 

Father McAllister has written a good 
book. He gives us both general and 
special Ethics within the compass of 
one cover. 

The book begins with a useful chapter, 
which, after the Introduction, tells us 
pretty much what a man is. The author 
goes on to the end of man, to the 
Natural Moral Law, to the moral cri- 
teria, to human acts, and the emotions. 


This last is a very much needed point 
and one that has been too often neg- 
lected in our modern treatment of 
scholastic ethics. He next treats of con- 
science. Then he gives very sound 
chapters on the virtues. Again, we are in 
material which is of the upmost im- 
portance for the modern consideration 
of ethics, for it allows us a better in- 
sight into the workings of a man and it 
is the necessary prelude to any under- 
standing of character. 

But you cannot treat of the virtues 
to minds not tuned to the viewpoint 
which sees them as the exquisite tool 
they are for the pursuit of ideals. The 
virtues are a study in themselves — 
their origin, their development, their 
laborious cultivation, their tremendous 
weight and value in human lives. But 
they can be more of a hindrance than 
a help if the other courses in philosophy, 
taught in the Nursing School, are not 
keyed sympathetically to the same note. 

In his “Special Ethics” the author is 
clear, very, very practical in the topics 
which he treats. He aims his treatment 
at the nurse’s problems. He does a 
good job of telling off the various 
pointed and moot points of medical 
ethics as they come within the range 
of the conscience of the nurse. However, 
his treatment is also very summary, 

He is very thorough in not leaving 
out any modern “acute case in medical 
ethics.” Sterilization, contraception, are 
just items. When the author comes to 
such ultra-modern points as ‘“Contrac- 
tual Rights of Nurse, Physician, and 
Hospital” and “Artificial Insemination” 
with good references, too, we know that 
he is very much up-to-date. Yet his 
treatment is so summary that, unless 
there is a real master in the field teach- 
ing the course, the nurse will be more 
bewildered than helped. We wonder 
whether any Nurse in any Catholic Hos- 
pital ever seriously thought that, if she 
did a hurt to a patient, she should hold 
herself responsible and recompense the 
individual for the hurt? And in the 
treatment of “Artificial Insemination,” 
would it not be wise to notice the 
opinion which has moralists of high 
repute supporting it that the husband 
can morally be the donor? Statistics, 
whatever they may be worth, give the 
husband as donor in a really high per- 
centage of the successfully tried artifical 
inseminations of record in this country. 

Now in estimating this book “for 
nurses,” it is necessary to be a realist. 
The author is a Thomist. He gives the 
point of view and the fundamental con- 
siderations as Thomas Aquinas did long 
ago. This is good, very good. But it 
raises the question whether there are 
teachers enough who can handle the 
book. 


(Concluded on page 36A) 
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